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ABSTRACT
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Name of researcher: Imasiku Mubita
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Date completed: December 2020
Problem
The data from the Berrien County Health Department (2011b) shows that the city of
Benton Harbor has unusually high prevalence of obesity, hypertension, and diabetes. In addition,
the city is a food desert and residents lack good healthcare coverage which helps to exacerbate
these lifestyle diseases among its inner-city residents. Also, the dearth of healthy food intake plus
the lack of exercise further hampers the community’s health.
Method
A nine-week health-wellness program was opened to the community through the Harbor
of Hope church in Benton Harbor. During this program community members had their
biometrics screened at the beginning and end of the program. They were taught how to cook

healthy, plant-based meals, and how to do regular, heart-pumping exercises for their fitness
level.
Results
At the end of the program, the community residents who completed the first and second
biometric testing showed that their blood sugar and blood pressure levels were lowered by an
average of four points. All of the participants learned how to prepare plant-based meals on their
own. They also learned how to do controlled moderate exercises such as sit ups, push-ups, and
running.
Conclusions
The project can be considered a success in that it achieved the two main goals that the
researcher desired to achieve. The first goal was to lower the participants’ blood sugar and blood
pressure levels. The data showed this was achieved. The second, was to draw people to Christ
through our Adventist health message. The effectiveness of our Adventist health message was
clearly demonstrated by the fact that one of the eight participants who completed the project
accepted Jesus as Savior and Lord and was baptized into the Harbor of Hope Seventh-day
Adventist church.
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CHAPTER 1
INTRODUCTION
Jesus announced His kingdom as present reality. Even though its realization is
still in the future, it begins when people start following His way, when they accept the
gospel, and when they follow the natural laws of God. When people live in the Spirit of
God, they are experiencing the Kingdom of God, and furthermore, they witness and
spread news about that Kingdom. According to Matthew 10:8, when Jesus sent his
disciples to go and heal the sick and preach the Word of God to the people in high-ways
and by-ways, He was asking His disciples to take the kingdom of God to the people. In
the same manner, today, when the church introduces a healthy lifestyle program to a
community that has been stricken by lifestyle diseases, the church is heeding the
command to go into high-ways and by-ways healing the sick. White (1990) pointed out
that many diseases are caused by improper eating and drinking.
Benton Harbor City is a community where life-style diseases are very prevalent,
because of what people are eating and drinking. The church needs to heed the command
of Christ to go and heal the sick in the city, introducing people to healthy life-styles of
living. In this way, the church will be following Jesus Christ’s example of ministering to
both the soul and the body.
In Matthew 10, we see that the Gospel is a message of spiritual and physical
restoration to fallen humanity. Deliverance from sin, in the gospel, and the healing of
1

diseases were closely linked. This link includes the body, mind and the spirit. In Matthew
9:1-8, Jesus forgives the paralytic his sins and heals his body at the same time. In John
5:14 Jesus told a man He had healed, to “go, and sin no more,” or else, a worse thing
would come unto him. This was a wholistic approach that Jesus was using in that He
treated the whole person—both the spiritual and the physical. Thus, Jesus’ kingdom is
about the restoration of the body and the soul. Our project executes the example, the
model of Jesus: bringing both spiritual and physical healing to the community of Benton
Harbor.
Description of the Ministry Context
This project was implemented at the Harbor of Hope church in Benton Harbor. I
am a literature evangelist in the Berrien and Cassopolis counties of Michigan. The city of
Benton Harbor, and Harbor of Hope church, fall under my territory. Harbor of Hope
church was started in the late 1990s as a youth outreach for students from Andrews
University. Average church attendance is 75 people every Sabbath. About 60% of the
people who attend church come from the Benton Harbor community, and half of them are
young boys and girls between the ages of ten and eighteen. The other 40% are students at
Andrews University.
In 2010, Bedford showed that the city of Benton Harbor had a population of
12,000 people; 92% were African Americans. This number has, however, changed. The
World Population Review (2019) shows that the population of Benton Harbor is now
9,826. The African American total population has also decreased, but it is still the highest
at 85.7% of the total population in Benton Harbor. About 34% of the people in the city
are obese, 42% have hypertension, and 18.6% have diabetes.
2

Statement of the Problem
The Berrien County Health Department (2011b) shows that Benton Harbor had
been marked for decades by unusually high prevalence of obesity, hypertension, and
diabetes. A number of factors had been listed as contributing to this health profile. One
was the fact that in Michigan high levels of unemployment resulted in some people not
being able to access healthy foods. Matuszak (2012) suggested that low college diploma
attainment, and lack of healthcare coverage in the community were major factors that
contributed to the poor health conditions of the city. On the other hand, Bedford (2010),
pointed to a lack of healthy food intake as the major driving force that was behind these
statistics. Thus, a combination of factors had been seen as driving the health problem.
Statement of Task
The task of this project was to develop, implement, and evaluate a health and
wellness program to improve the health of the members of the Benton Harbor
community.
Delimitations
This project was limited to the city of Benton Harbor and to the affected
population.
Description of the Project Process
In order to develop a theological basis for the implementation of a health and
wellness program, this project focused firstly on what the Bible teaches about health,
disease, and restoration back to health. Secondly, past and current scholarly material on
the church’s mission on health and healing to communities, covering the period 19953

2015, were reviewed. Thirdly, I contacted the city council and its health department to
find people that needed help with health problems resulting from their lifestyle. This
approach was not successful since the health department was following a privacy policy
that protects the personal information of patients, and they could not release the names of
people with diabetes, hypertension, and obesity.
In order to get the subjects that I needed for the project, I had to rely on
advertising by posting flyers about our project in public places around the city and going
door to door inviting people to come to our project. Next, I worked with the School of
Nursing and the School of Population Health, Nutrition and Wellness at Andrews
University. These two departments offered their students to the project to provide an
integrated program of health education, cooking, and exercises classes to participants in
the project. I also partnered with Whirl Pool, Walmart, and Meijer. They provided the
financial help I needed in order to buy devices that were used in the biometric testing of
the participants in the project.
Harbor of Hope church provided the financial help needed for the printed material
to be used in the project. The church also gave money for incentives to participants for
participating in the project. The School of Nursing at Andrews University provided
nursing students and their professors who conducted biometric testing at the start and the
conclusion of the project. The school also provided the equipment they needed for
biometric testing.
Since the project was held at Harbor of Hope church, the local nurses in the
church helped the Andrews University team to set up their equipment and helped the
student nurses whenever they needed help. Lastly, the Population Health, Nutrition and
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Wellness Department at Andrews University provided all the food that was needed for
the cooking classes. They also provided free health literature that was given to the
participants at the end of each class. Participants were expected to attend at least 75% of
the classes, and to follow the advice provided regarding lifestyle choices.

5

CHAPTER 2

THEOLOGICAL FOUNDATIONS
Introduction
The topic of health, wellness, and healing is not new or irrelevant in the Christian
church. Biblical findings are very clear on the directives of Jesus to His church
concerning the health and wellness of His church. In the gospel of Luke 4:18, Jesus says
He has been sent by his father to proclaim freedom for the prisoners and recovery of sight
for the blind. In Matthew 4:22 we also read that, Jesus went throughout Galilee, teaching
in their synagogues, preaching the good news of the kingdom, and healing every disease
and sickness among the people. When John the Baptist sent his disciples to inquire from
Jesus if he was the promised Messiah, Jesus answered John’s disciples by healing the
sick and then He sent John’s disciples back to tell John what they had seen. Finally, in
Luke 9:2 we read that Jesus sent his disciples to preach the kingdom of God and to heal
the sick. It is clear from these bible texts that the church has been given a mandate by
Jesus Christ to complete three special tasks, preaching, teaching the kingdom of God, and
healing the sick. These three, go side by side.
This chapter will look specifically at Jesus Christ’s mandate to the church to heal
diseases, and how different scholarly material view that mandate. The chapter will also
look at how different scholarly writings discuss the reason why the church has failed to
continue to carry out the third task of healing in their church communities as mandated
6

by Jesus Christ. Finally, the paper will look at how healing and health wellness, are
related to salvation.
Jesus Christ’s Mandate to Churches to
Heal Diseases
The absence of a healing ministry at the church level deprives people of access to
the healing power of Jesus Christ. When Jesus commissioned his disciples in Luke 9:1, 2
to cure the sick, raise the dead, cleanse the lepers and cast out devils, He also promised
that his power would follow them as they went about preaching and healing. Mark
Virkler (2014) shows that the Greek word used for healing in Luke 9:2 is laomai, and it
denotes instantaneous miracle healing which involves a release of divine healing power,
which may come through prayer, making prayer an essential element in restoring health
to sick people. This is the healing approach that Jesus used most of the times, and He
promises his faithful followers that this same power will follow them as they do His
work. Jesus did not just promise to give His healing power to His disciples, but He also
set an example on how to do the work that his father had sent Him to do. He went around
among the people, in cities and villages teaching, preaching, and taking care of the sick.
When churches, therefore, fail to do any part of the work the Master Builder left for them
to finish, they miss out on the blessings and power that fall upon those who follow His
command.
Why Healing and Health Must be Part of
the Church’s Mission
Anthony Allen (1991) gives several comments using the Bible, and explaining
why Churches should be involved in ministries of healing and health wellness programs.
Commenting on Luke 9:2, he explains that if Scripture is the guide in ministering in the
7

Christian church, then the mandate to go and preach the kingdom of God and heal
diseases must be taken seriously. Allen continues to comment on Luke 9:11, that the
church was sent to heal as part of its proclamation of the kingdom of God. Where God
reigns there is healing. Christ, therefore, gives the order to manifest that healing as we
proclaim the Good News of the kingdom. What is the use of preaching by itself when
there are so many in our congregations and surrounding communities, whose sufferings
hurts and sickness are being neglected? Allen further explains that the reason why the
concept of the kingdom of God as it is preached today lacks relevance to many people is
because it does not show the world, how the kingdom affects a person’s existence in
ways that can be observed or experienced.
Allen’s comments seem to indicate that the church is doing an incomplete work
by focusing on teaching and preaching and neglecting the healing part of Christ’s
ministry. When the sick, were brought to Jesus, He healed them and proclaimed the
kingdom of God to them. Churches in our cities are surrounded by communities that have
people who are plagued with lifestyle diseases such as obesity, hypertension, and
diabetes. At the same time our churches have medical personnel like nurses and health
care workers who can help people with lifestyle diseases recover from their sicknesses. In
1 Corinthians 12:28, the apostle Paul points out that God has placed apostles, prophets,
teachers, miracles, gifts of healing, in the Church for helping and guidance. Again,
Virkler points out that the Greek word used for healing in this text is therapeuo, which is
defined as therapeutic; to cure through various ways. This includes helping people to
change their lifestyles, and eating habits, in order to cure their sicknesses. What we see
here is that, in addition to prayer, the Church has physical means of healing that include
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application of therapy and a number of different approaches for curing a sickness. Church
members can also be trained to help the people in our communities who have lifestyle
diseases, learn new habits of eating, and taking care of their health. Our mission outreach
then in these communities, would be more relevant as we preach the Gospel to them.
It is also important to note that Allen uses healing and the health and wellness of
people in local church communities interchangeably. He seems to suggest that both
healing that comes by faith and prayer, and the healing that comes as a result of being
taken care of by trained personnel, are very important in the church, because they require
the patient to exercise faith in God. Stanger (2000) says that Christian faith is able to aid
healing through physical and psychological methods by the creation of the proper mental,
emotional, and spiritual attitudes within the patient. He continues and says that just as
healing through physical and psychological methods can be impeded by wrong mental,
emotional, and spiritual attitudes, both can also be aided by the right attitudes. Explaining
further on the importance of proper positive mental attitude in healing and health and
wellness, Ernest and Isadora Rosenbaum (2020) use an example of cancer patients. They
say that, in the treatment of cancer, sometimes the biology of cancer dictates the course
of events regardless of the patient’s attitude and fighting spirit. At such times, events are
beyond their control. However, the Rosenbaums point out that, patients with positive
attitudes are better able to cope with disease related problems, and may respond better to
therapy. The Rosenbaums explain that, many physicians have seen how two patients of
similar ages, and with the same diagnosis, degree of illness, and treatment program,
experience vastly different results. They point out that, one of the few apparent
differences in the result of treatment, is the fact that one patient is pessimistic and the
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other optimistic. Again, here it seems like the Rosenbaums agree with Stanger that
strength of faith in a believer is able to aid healing in sick people through physical or
spiritual methods. Hence, the importance of church participation in the healing of the sick
in our communities.
Old Testament on Healing and Health Wellness
Stanger also shows that there is a strong presence of the command to follow
health and wellness lifestyles among God’s people in the Old Testament. Commenting on
Exodus 23:20-25, he explains that in the Old Testament, God revealed himself as a
healer, Jehovah Rapha, or the Lord who heals. Stanger further explains that the Lord who
heals also manifested himself by prescribing laws of health, which when observed
become the basic antidotes to sickness and disease. Here, again, we see the importance of
a healing ministry in our churches, in that the God we worship, even set up guidelines for
healthful living. If the God we worship is a healer, it makes sense that his followers who
are called by his name, should also carry out healing services in communities and preach
His kingdom at the same time. God is concerned with our health because he created our
bodies, and He knows what is good and what is not good for our bodies. That is why He
prescribed health laws to the children of Israel. He wanted them to lead healthy lifestyles
that would keep them from sicknesses and disease.
New Testament on Healing and Health Wellness
When discussing the church’s mandate to preach and heal in the New Testament,
Stanger agrees with Allen, and he clearly articulates that, the divine commission to the
church reveals God’s will that persons should be whole. Jesus’ commission to his
disciples was to teach, preach, and heal. These three tasks comprised the ministry of
10

Jesus in the early church. Stanger continues to explain that healing is one of the ministries
that Jesus Christ has committed to his church. When the church fails to engage in a
healing ministry, it is not being fully obedient to its Lord and Master Jesus Christ. The
great commission is binding upon the church: Go teach, go preach, and go heal.
If we follow Stanger’s reasoning then, carrying out healing and health wellness
ministries in our churches is being obedient to our creator as well. If we love our God, we
are going to follow his commandments. Jesus summarized the commandments in the
statement he gave in Luke 10:27 that we should love our God, first, with all our hearts,
and then, love our neighbor, as we love ourselves. When our churches sit idly, then, and
do nothing, while the people we come in contact with in our communities are suffering
from different lifestyle diseases, we are not loving our neighbor, and we are not following
the command that Jesus gave to heal the sick.
Furthermore, Stanger’s perception on healing, together with health and wellness
ministries in the church, shows a continuous link of healing ministries among the children
of Israel, from the Old Testament to the New Testament. In both the New Testament and
the Old Testament, God is the healer. Jesus makes that healing ministry continuous by
giving a mandate to his disciples to preach his kingdom and heal the sick. It is also
important to notice that the healing message, in both the Old Testament and the New
Testament, is given as a command, and this shows how important the healing message is
to our Creator. He knows how important good health is to our fallen bodies. The devil
uses our sick bodies to make us lose hope in God. The devil used Job’s wife to
encouraged him to curse God and die, so that he would get relief from the pain he was
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going through. The devil would like us to suffer different diseases and lose our faith and
hope in God who is our provider and healer.
Anatomy of our Bodies, Healing,
and Health Wellness
Stanger also uses the anatomy of our bodies to argue his case as to why the church
should be involved in health and wellness programs. He reasons that since God made
human beings with fifty billion white blood cells, it explains why God is on the side of
health, and not on the side of sickness. It is the divine plan and purpose that we be at our
physical best. Here, again, Stanger’s observation matches and harmonizes with God’s
promises in the Bible. In 3 John 1:2, we are told that God expects us to prosper and to be
in good health. Why does God expect us to be healthy? It is because we are created with
a complex mechanism to fight diseases, and with God’s health guidelines and rules, we
should be living long and healthy lives. God warned the Children of Israel, in the Old
Testament, to follow his rules, in order to stay healthy, similarly, following God’s health
laws and guidelines today will help us live long healthy lives.
Moser (2007) agrees with Stanger, and she comments on Leviticus 11:44 that
living by laws and rules for “right living” were part of the day-to-day reality for the
children of Israel. These laws and rules were important in terms of keeping the
community healthy, guiding people on how to live wholesome lives daily. God’s laws for
living are a gift, not a punishment. They are instructions for how to live a full and
abundant life. They are also an invitation to be in a loving, growing relationship with God
and to protect the gift of life and health God has given us. Here, again, Moser has a very
good point about laws and rules for “right living”; they help us to be in a good
relationship with our God by taking care of God´s temple and by living lives without
12

unnecessary sicknesses, such as obesity and hypertension. The problem is many people
do not know the rules for right living. Our churches have the information regarding
health that our communities need, but the problem is that churches are not taking this
information into the communities. We just expect health institutions, such as hospitals
and healthcare centers, to take care of these diseases, but it is not enough. People need to
be educated on how to take care of themselves. Churches can play this role of educating
people on health and wellness, and, at the same time, open doors for the kingdom of God
in these communities.
Church’s Significance in Mandate to Build
Healthy Communities
Moser’s emphasis of focusing on the community when doing health and wellness,
ministry is something that is noteworthy because churches do not operate in a vacuum.
Churches operate in communities. Churches were meant for communities. Churches
should, therefore, be carriers of the laws and rules of God for right living into the
community. It is interesting that the founders of the United States of America felt that
they could not start a country without churches. Lewis (2008) says that the American
founders viewed churches as central institutions within American life, because religion
provided the moral foundation. Additionally, some churches in America promote better
lifestyles in communities, improving the wellbeing of people and thus decreasing
government expenditures. Studies have consistently shown that religiosity is related to
increased longevity. Effects of Religious Practice on Health (2019) shows that the
average religious individual lives seven years longer than the average nonreligious
individual, and this increases to 14 years for African American individuals. Why do we
have these differences of longevity ? The answer is obvious, religious people are
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following health rules that God meant for us to live by, keeping the temple of God, our
bodies, healthy; whereas, nonreligious people do not care or do not know about these
important health rules that God would like us to follow if we are to live happy, healthy,
and long lives.
Relevance of Bible Health Laws in Our
Communities Today
Old Testament health laws given to the Israelites, are still very relevant today.
Winnail (2004) explains that these laws are remarkably valuable in the area of public
health. They protected Israel from bad diet, dangerous vermin, and communicable
diseases. They were useful laws that God gave to a people who could not know the
reason for the provisions. To show how relevant these Old Testament health laws are to
humanity today, animals that were labeled unclean in Scripture are shown to carry
parasitic diseases that are dangerous to human beings today. On childbirth and male
circumcision, Winnail says that they prevented the development of disease. On sanitary
and quarantine laws, he shows that these laws were even ahead of their times. It was not
until the invention of the microscope and the discovery of bacteria, that these laws were
scientifically proven to be very important to our health.
In focusing on the health laws, Winnail shows specific examples of some of the
Old Testament laws and how they apply to our health today. He shows that the warning
in Deuteronomy 12:16 against eating animal fat or blood that lead to disease or sickness,
has been proven by recent scientific studies that most heart attacks result from a high
cholesterol level in the blood and the use of fats. We also see that Proverbs 6:9-11
illustrates the importance of balancing work and exercise with sleep and rest, in order for
our bodies to function well. In the book of Philippians 4:5, the apostle Paul admonishes
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believers in the early Christian church to be temperate in all things, in order to live
cheerful happy lives. It is very apparent from this verse that God´s plan for people is for
us to be happy and healthy. Churches would do very well if they included the health
message as part of their day to day activities. This would serve them in helping the
people in their communities to understand the importance of having healthy lifestyles.
Church Growth, Healing, and Health Wellness
Another motivating factor about engaging health and wellness programs in our
churches is the fact that these programs help churches grow. It is common knowledge
that all living things grow when they are healthy. The church is a living organism, as well
as the community in which it operates. Hosting health and wellness programs in our
communities will help our members grow spiritually. It will also be an encouragement to
members because they get the opportunity to help others and build relationships in the
community making residents more receptive to hearing the Word of God.
David Atkinson (2011) shows that the Christian church from its very beginning,
had been offering a ministry of caring and counselling as part of its life. Andrew
Daunton-Fear (2009) shows that after the persecution of the church following the death
of Stephen, Philip, one of the seven deacons, went to Samaria, and there, besides
preaching, he performed great signs. Many unclean spirits came out of people crying
loudly, and many paralyzed and lame were healed. It made a great impression on the
people of Samaria, and many were baptized. This is what made the early church grow:
participation in the community and caring for the sick, the widowed, the fatherless, and
the poor. The church became relevant to the communities; they were introducing the
good news of the kingdom of God, and at the same time, churches took care of the
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suffering in these communities. In carrying out a healing ministry, the church was
helping sustain life itself, the most essential commodity that a human being can have. We
may not perform miracles like the early church, but we do have health laws from the
Bible that will bring relief and healing to many people who are suffering in our
communities. Furthermore, when a church is involved in health and wellness programs or
healing ministries, it is fulfilling the words of Jesus Christ that he declared about himself
being life itself (John 11:25). People begin to learn and understand that following the
health rules that have been outlined in the Bible lead to living long and healthy lives.
Allen (1991) agrees with Atkinson and argues that one of the greatest causes of
failure in the church’s mandate to health and healing ministry is the fact that “Churches
are theaters where preachers are busy acting, instead of being healing centers in the
communities.” John Wilkinson (1995) adds on to Allen’s point and says that Christians
have a responsibility to respond to the problems of human life and health. He uses Jesus’
answer to the question, who is my neighbor? He says that the church should be the good
Samaritan providing emergency health care to the wounded and sick on the streets in
cities. Thomas and Alkire (2000) add on to Wilkinson’s point that few can experience
fullness of life if they are doubled over with arthritic pain, addicted to alcohol, or
paralyzed by memories of childhood sexual abuse. To observers of this kind of suffering,
Jesus’ promise of fullness of life seems at best, a promise of happiness in heaven, or at
worst, a joke. The problem does not lie with the sick, but, with the body of Christ,
because pastoral care to the sick is woefully inadequate in the church today and people’s
needs for healing are going unmet.
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The story of the Good Samaritan is a very good illustration of a true caring
church. Jesus Christ did not commend the Pharisee in the story because he just passed by
the wounded man and went on his way. He did not show true love and mercy when he
had the chance to do so. When the church does nothing in its community, when there is a
lot of suffering with the hope that health institutions like hospitals and health care centers
will take care of the sick in the communities, then the church begins to resemble the
Pharisee who passed by the wounded man and did nothing to help. In my view, the Good
Samaritan, exemplifies churches that are involved in their communities, helping the sick,
and running health wellness programs. Such churches have a relevant message to their
communities, and that’s how and why the early church membership grew very rapidly.
Churches Failure to Carry Out Jesus’
Mandate to Heal
The question then is, if Jesus saw his healing ministry as God’s reign of liberating
power, why has healing and health care been left largely in the hands of health
professionals only, and not churches? Why have congregations abandoned healing and
healthcare to medical establishments? Allen (1991) answers these questions by
explaining that the whole-person approach to health and human development is the most
needed and yet, the most neglected aspect of both Western medicine and Christianity.
This has led to a situation where individuals in both medical and Christian ministry have
become artificially divided, dealing with various aspects of healing as completely
separate entities. The problem comes from the mind-body dualistic influence on western
philosophy that says that the body/physical, or mind/soul are distinct, and separable, and
have no influence on each other. As a result, we have tended to take the approach that
isolates the use of medical science, as well as psychology, from the realities of
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spirituality, and the need of the church to be a healing community. Yet, health is not the
only business of the medical profession, nor of psychologists. It is the business also, and
in fact, definitively so, of the church.
Plato and Descartes’ Dualistic Influence on
Western Philosophy
Philosophyfinds (2017) dates body-mind dualism from the time of Plato, the
Greek philosopher. The website points out that Plato believed in two separate entities
when it came to body and mind or soul. He contended that the soul was immortal while
the body was mortal. At the end of life, the soul was set free from the body. The soul’s
destination was the World of the Forms, which for Plato was only accessible indirectly, in
this world, for those capable of higher thinking, philosophers. Plato (1909 - 1914) says,
“the body is the source of endless trouble to us.” It is very clear here that Plato had quite
a negative view of the body. He argued that the body distracted the soul from reaching
the world of the forms.
David Koyzis (2018) also shows that body-mind dualism beliefs in Gnosticism
were very deep-seated. Gnosticism originated in the first century AD among early
Christians and Jewish sects. Koyzis points out that one of Gnosticism’s major thought is
the view that mortal body belongs to the world of inferior, worldly powers, and that only
the spirit or soul could be saved. As for salvation, it is realized through a higher
knowledge (gnosis in Greek) unobtainable to most people. Borrowing from the
philosopher Plato, they taught that salvation comes from nurturing the intellect and
disapproving our bodily way of life. Since the mind was considered superior to the body,
imprisoned in the forces of decay and the disorderliness of ordinary existence. Gnostics
sought to free the mind from the prison of the body. They managed to plant this thought
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into Christian doctrine by teaching that the survival of an immortal soul after death
replaced the biblical hope of bodily resurrection.
Christian Tornau (2019) concurs with Allen on dualistic influence on Western
philosophy. He believes that most of Western civilization was dualistic. He explains that
philosophers such as, Plato, Augustine and Manicheans who had profound effect on
Western civilizations were extremely dualistic in their beliefs.
Charles Partee (2009) continues with the same thought showing he influence of
body-mind dualism on western philosophy, and says that even, the Christian theologian
John Calvin, his view on the doctrine of man, was based on the premise of dualism
between soul and body.
Neeta Mehta (2011) also agrees with Allen (1991) regarding the division of the
whole person by the philosophy of dualism that has led to the division of body and mind
as one entity. She indicates that a well-known version of dualism is similarly credited to
René Descartes of the 17th century (page 1). According to Descartes human beings
consisted of two quite unlike substances which could not exist in unity. The mind was
immaterial but a thinking substance, and the body was material but unthinking substance.
The body was subject to mechanical laws, but the mind was not (p. 2). Therefore, as
described by Ryle (1949), “A person… lives through two collateral histories, one
comprising of what happens in and to the body, the other consisting of what happens in
and to his mind… The events in the first history are events in the physical world, those in
the second are events in the mental world” (p. 2).
Mehta (2011) explains that mind and body dualism was a critical conceptual leap
in the world of medicine, because before the advent of mind and body dualism, the
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prevalent orthodox Christian views of the mind-body relationship had greatly thwarted
the development of medical science. According to these views, human beings were
spiritual beings; body and soul were one. Diseases were attributed to nonmaterial forces
such as personal/collective wrongdoing. It was also believed that for the soul to ascend to
heaven, the human body had to be preserved intact. As a result, there was a religious
prohibition on the study of human anatomy through dissection. Descartes, through mindbody dualism, demythologized the body, and handed over its study to medicine. Thus, the
way was paved for progress in medical science through the study of physiology and
anatomy. At the same time, by isolating the mind from the body, dualism denied the
significance of the mind in the individual’s experience of health.
Scientific Method’s Reinforcement of
Descartes’ Philosophy
Mehta (2011) explains that dualism also laid the groundwork for positivism,
which means a logical thought based upon empirical unbiased, impersonal and
unsympathetic observation and measurement. The success of the scientific method
reinforced Descartes’ philosophy and methodology, and further contributed to the dogma
of scientism, the belief that scientific method was the only legitimate path to knowledge.
Mheta explains that this kind of thinking is an issue, because disciplines under social
sciences do not lend themselves to scientific method without running the risk of
incomplete and, at times, distorted understanding of their subject matter –human beings.
The field of medicine, by adhering rigidly to the scientific method, gave up its moral
responsibility toward the real health concerns of human beings. As a result of the medical
profession and lay people’s response to Descartes dualism philosophy, mind-body
dualism is still alive. The problem is the fact that Descartes’s philosophy has penetrated
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the thinking of both church members and their leaders to the extent that they have left the
whole idea of health and wellness in their communities, in the hands of professional
institutions such as hospitals, clinics, and community health centers.
Medical Technology’s Reinforcement of
Descartes’s Philosophy
Mehta (2011) points out that the medical knowledge of the last 300 years is built
on the biomedical model. A lot of money, energy, and dedication have been invested in
this field, which has paid back hugely, in terms of technological success. This success has
made medicine a very powerful and all-encompassing healthcare field, and it has
reinforced the philosophy that formed the basis of the biomedical paradigm. The
pharmaceutical companies with their focus on commercial interest have great stakes in
the existing medical system. They fund research in a big way but opt for status quo by
selectively publishing their findings which does not allow new knowledge to surface. The
established importance of drugs in the treatment of diseases, and drug taking as the norm
for any health concern has blocked model changes to take place in favor of alternative
and complementary medicine based on holistic view of human beings. Mheta continues
that the problem is the fact that physicians are neither aware of the philosophical
framework within which they operate, nor do they realize the power the philosophical
framework exerts on their thinking behavior. The influence of the philosophical
frameworks of mind-body dualism is so strong that everything about it tends to be treated
as fact, and whatever does not fit in the model is trivial or nonsense. As a result, when the
principle of the unity of mind and body presents a more realistic picture of the human
functioning, physicians rather stick to the familiar dualistic thinking to match that of their
mentors and colleagues. Patients also perpetuate the mind and body philosophy by
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feeling skeptical about nonbiological explanations for their illnesses, as they appear
unreal, illegitimate and unscientific in nature.
It is very clear that the Spirit-body dualism of today’s Western-influenced church
is alien to the biblical view of the person. Genesis 2:7 shows that when God created the
person, he breathed into his nostrils, and the person became a living soul. Allen (1991)
explains that the Hebrew word for soul speaks of the human individual as a totality rather
than as a body with a soul. In I Thessalonians 5:23, Paul prays that “the very God of
peace sanctify you wholly.” In so doing, Paul is praying that our whole soul--spirit and
body-- be preserved blameless unto the coming of our Lord Jesus Christ. Again, in
Colossians 1:19-20 Paul points out that God was pleased to reconcile all things on earth
and in heaven by making peace through the blood of Jesus. According to Timothy Keller
(2020) the word “peace” used in this text, is derived from the Hebrew word shalom
which refers to a person being uninjured and safe, whole and sound. Commenting further
on this text, Keller says that shalom experienced here is multidimensional. It is physical,
psychological, social, and spiritual. In other words, the word shalom in this text emerges
from one’s relationships being put right with God, with, one’s self, and with others. The
word shalom looks at a person as a whole not body and mind. If God’s concern is for
wholeness of the body, so must the church be concerned about the wholeness of the body.
In other words, the church has to span the territories of the physical, spiritual, and even
social in its concern for human beings. To do this is to call attention to the need for a
ministry of healing of the whole person, which means a unity of body, mind, and spirit
because as humans we are neither body nor mind nor spirit, but a body-mind-spirit unity.
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There seems to be a challenge here for both Christian professionals in the health
field and the church leadership. Today our understanding of human beings has changed
very significantly. Mehta (1955) shows that the term “health” received its missing
dimensions, when in 1947 the World Health Organization defined “health” as a state of
complete physical, mental, and social well-being (p. 4). In the context of this new
understanding of the nature of human beings and health, what should Christian
professionals and church leaders do to move away from the wrong concept of medicine
with its narrow focus on biological factors and control of disease? What should they do to
help communities achieve health which is multidimensional in nature, and is focused on
prevention, cure, and promotion of good health with a holistic approach? The answer is
obvious; both the church and its Christian professionals have to go back to Jesus Christ’s
mandate to the church to go and preach about the Kingdom of God and heal the sick.
Healthcare should not be left to health institutions alone. church congregations should be
actively involved in promoting health and well-being in communities.
Relationship Between Salvation, Healing,
and Health and Wellness
Finally, the question is how are health, wellness, and healing related to salvation?
To answer this question, Virkler (2014) uses Isaiah 53:5, by his wounds we are healed.
He explains that the word healed in this text, translated as sozo in Greek means Salvation.
The word sozo is defined as restoring spirit, soul, and body. Salvation, therefore, includes
healing of the entire man, spirit, soul, and body. The other terms used for sozo are to
save, deliver, protect, heal, preserve, and make whole. James Lapsley (1972) agrees with
Virkler and explains further that the linkage between salvation and health is rooted in the
fact that the body and the spirit cannot be divorced from each other. Luscombe (1991),
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also agrees with Lapsley and says that salvation is basically, healing and the restoration
of the whole body, and spirit that was broken, because of sin. We fall sick because of
what is going on in our fallen environments. In Luke 13:16 Jesus said that the crippled
woman was bound by Satan, and there was a need to set her free on the Sabbath day.
Jesus here shows that the woman’s sickness is a consequence of man’s rebellion against
God, and Satan’s power over man. In this sense, the ministry of healing is part of the
story of redemption of man by his creator. It is also interesting to notice that Ken Blue
(1987) shows that the term “salvation” itself is interchangeable with the term “healing” in
the New Testament (p. 140). Blue also uses Matthew 9:21 to explain his point that when
the woman with an issue of blood said to herself, “If I only touch his cloak, I will be
healed.” The term healed here also meant saved or salvation. The point here is that, even
though, our corruptible bodies must die to make way for incorruptible bodies, they are
still objects of God’s love and saving power. Atkinson (2011) explains that there is no
such thing as salvation of the soul apart from the body. In 3 John 2, it says that “Beloved
I pray that all may go well with you and that you may be in good health, just as is well
with your soul.” Atkinson further points out that it is clear in this text that God is
concerned with both our spiritual and physical health. Atkinson (2011), continues to
argue that the verse also compares very well with the World Health Organization
definition for health that says “Health is a state of complete physical, mental and social
wellbeing, not simply the absence of illness and disease” (p. 4). The difference, however,
between 3 John 2 and World Health Organization definition for health, is articulated very
well by Atkinson when he says that the definition is too limited in that it does not
mention a person’s spiritual progress as part of the meaning of health and it is also too
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broad in that it does not recognize the inevitability of ageing and death. Good health,
affects the individual person at many levels: physical, biological, psychological, social,
moral, and spiritual. When doing health ministry, therefore, we should be concerned not
only with removing what is wrong, but with promoting what is healthy and the spiritual
wellbeing of people in the community. In this way, the church’s healing ministry can
become part of the great story of salvation of humanity as whole beings.
Ministry of Healing: God’s Method to Dethrone
the Power of Evil
Ram (1995) points out that it is also important to know that Jesus’ ministry of
healing was a sign of God’s power, breaking into human life and dethroning the powers
of evil. As Jesus went about healing, he was reestablishing broken relationships into
dynamic, peaceful, harmonious relationships, with those He had healed and His listeners.
Luscombe (1991) agrees with Ram and explains that when Jesus announced that the day
of salvation had arrived, He invited his skeptics to examine the evidence by looking at
demons being cast out, the blind seeing, the lame walking, lepers being cleansed, the deaf
hearing, the dead being raised, and the good news being preached to the poor.
Another way of looking at healing ministry as a full gospel of salvation is by
considering the relief it brings to human suffering and the inner healing from past fears,
or limiting beliefs about the healing power of God. In Luke 4:18-19, Jesus announces His
ministry by saying that He has been sent to preach the good news to the poor, proclaim
freedom for the prisoners, recovery of sight to the blind, and release of the oppressed.
Salvation, in this verse, comes in form of a holistic ministry to the people in the
communities we serve. The healing of man is liberation from physical, mental, and
spiritual shackles, which prevent man from reaching the full maturity of a man destined
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for eternal life. Allen (1991) puts it right, when he says that the church community has a
responsibility to promote each person’s psychological and physical integration and
economic welfare, by ensuring that his or her needs, in the areas of fellowship and
spirituality, are met. Allen continues by saying that the church is a therapeutic caring
community when following Jesus Christ’s command to do good to all people especially
to those who are of the household of faith.
Diana Ventura (2010) commenting on healing of the “whole,” says that wholeness
lives within and behind brokenness. Our true identity in God can be fully known only
through a religious encounter in which God touches us in our pain. When God is
encountered in brokenness, the hidden goodness and meaning of brokenness are unveiled.
Through the unveiling, God interacts with the suffering self and transforms it. Where we
once knew ourselves as broken, we now know ourselves as whole. The unveiling allows
all of us to know our true humanity before God. Our intimate encounter with God gives
us opportunity to know ourselves as whole, even though we are broken (p. 104).
Everything About Our Bodies has
Spiritual Ramifications
Epperly (1997) looks at health and wellness from a different angle. He argues that
since the Bible says that our bodies are temples of the living God, everything about us,
movement, diet, rest, exercise has spiritual ramifications. The redemption of our bodies
and the health of our whole being require that we give attention to these ordinary and
fundamental acts of our bodies, because these acts are mediums and the ground for our
spiritual adventures.
The explanation that can be gained from Epperly’s description of health and
wellness is the fact that our attitude toward life is a matter of faith. As Christians, we are
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called to love God with everything that belongs to us, our time, our physical bodies, our
spirit, and even our belongings. If our bodies are temples of the living God, a place where
God resides in spirit, then our health and wellness have everything to do with our faith
and salvation. Epperly also sees our eating habits as an issue of faith. To support his
point, Epperly uses 1 Corinthians 10:23-30 and explains that to the Corinthians, who saw
issues of diet and lifestyle of little consequence, Paul asserts that our eating and drinking
must be grounded in our participation in the body of Christ and our care for the temple of
God.
It is also noteworthy to see that the attitude towards life that we see in the
Corinthian church and the early church is very similar to the prevailing attitude towards
life in our cities today. People abuse their bodies with what they eat, sexual immorality,
and intemperance, and end up with lifestyle diseases such as obesity, hypertension, and
diabetes. The food related illnesses and eating disorders that plague our cities, give
opportunity for churches to introduce health and wellness programs, in their
communities. We must demonstrate in our communities, as we conduct health programs,
that the acquired knowledge and skills of the medical profession ultimately come from
God and are being used for the glory of God just as Proverbs 2:6 says, that all knowledge
and understanding comes from God.
Conclusion
The church’s ministry of healing is part of the great story of salvation. The
understanding of the relationship between salvation and health is vital because it gives us
tools for a responsible ministry in our communities. We learned from different scholarly
material that healing ultimately means wholeness, a unity of body, mind, and spirit. Our
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message, therefore, should follow the pattern of Jesus’s ministry which was preaching,
teaching, and healing.
Morris (2004) says that as a physician he sees daily patients who have physical
complaints that are generated by spiritual problems. On the other hand, he explains that
serious diseases can have devastating consequences to our spiritual well-being.
Therefore, the health of the body and the spirit are intimately connected.
As we have already seen, healing is a concept central to the Judeo-Christian
witness. Morris articulates that one third of the Bible is concerned with providing relief
from disease and sickness. Yet, for most people, the healing ministry of the church is
relegated to a bygone era. Many people insist that the body is the subject of science and
medicine, while the spirit is the sole realm of the community of faith. This distinction is
artificial and the consequence of the philosophical suppositions of Plato and Descartes.
After all this information about health and our salvation, it is very clear that the church
has a very important role to play in the realm of healing in our communities. Healing is
not just for the medical profession, but the community of faith and local churches are
even better suited for carrying out healing and wellness programs in the community than
the medical profession.
The Western World, with its abundant life approach, has led people in our
communities to overeat and overwork, and as a result, our ease has become our disease.
People in our communities have become casualties to the lifestyle they are living. Why?
Because they are not following the health rules that were set by God to follow if we are to
live happy and healthy lives. Therefore, if our message is to be relevant in these
communities, our churches must also include healing and health wellness ministries,
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educating people to the realities of health and their salvation. People have to learn that
even though Jesus, in John 10:10, said that He came so that we may have abundant life,
that abundant life cannot be realized, in the true sense, if we fail to accept God’s rules
about our health. Pursuing this kind of approach to health ministries in our communities
will help us establish a sensible and an appropriate ministry that is logical to the people
we serve.
When Jesus healed an individual, it affected whole societies where those
individuals lived. It did not matter whether that individual was a man or a woman, a leper
or a crippled person. The society where that individual lived was never the same again.
Luke 5:15 says that the news about Him spread the more so that crowds of people came
to hear Him and to be healed of their sicknesses. This tells us that we must carry out our
healing ministries in the communities. We must not just focus on churches, but on
communities.
As Christians, Jesus’ ministry is our pattern, and Jesus’ ministry included healing,
teaching, and preaching. These three methods of introducing the kingdom of God to
people, reinforce each other. Leaving out one of them, leads to an incomplete ministry.
This means that there has to be a balance between preaching, teaching, and healing in our
churches. I strongly feel that this is the only way we can meet both the physical and the
spiritual needs of our church members. It is also the only way we can be relevant in our
communities, because we are meeting the health needs of people, and helping them to
live healthier and happy lives.
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CHAPTER 3
LITERATURE REVIEW
Introduction
This chapter provides an overview of scholarly and experimental work that has
been done on the subject of health and wellness and how that work has influenced this
dissertation, particularly on the subject of obesity, hypertension, and diabetes in Benton
Harbor Michigan. The Berrien County Health Department (2011a) revealed that Benton
Harbor, in Berrien County, had unusually high prevalence of obesity, hypertension, and
diabetes levels, and that the prevalence of these three conditions was significantly higher
when compared to both Berrien County and to the State. In exploring factors contributing
to this unusually high prevalence of lifestyle related diseases, the survey indicated that,
lack of physical exercise, low educational attainment levels, low income, lack of healthy
food intake, and lack of heath care coverage played key roles. This literature review will
discuss five of these contributing factors by looking at how different research and
scholarly material examine the relationship between these underlying factors and specific
nutritional related diseases. The review will also look at the results of epidemiological
and experimental studies, on the importance of physical activity, and dietary intervention
on diabetes, hypertension, and obesity. The review will examine health and wellness
programs in other faith-based organizations similar to this project to see how effective
their programs have been. Lastly, this review will disclose that ultimately this project will
focus on lack of healthy food intake and physical inactivity, the leading lifestyle risk
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factors that lead to obesity, hypertension, and diabetes. Research results and other
scholarly material from cities and areas with similar problems as Benton Harbor will be
included.
Poverty Levels Comparison
The Berrien County Health Department (2011b) also revealed that Benton Harbor
is considered the poorest and least educated community in Berrien County; and
household incomes were lowest there when compared to the rest of Berrien County.
Figure 1 compares poverty by household in Michigan State, Berrien County, and the city
of Benton Harbor.

Figure 1. Comparison of poverty levels between Benton Harbor and Berrien County and
Michigan State.

The survey continued to show that 16.6% of the residents in Berrien County did
not have health care coverage. The majority of these were young African Americans who
lived in the city of Benton Harbor, who also were less educated and had a lower income.
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Scholarly Analysis of Lifestyle
Diseases in Benton Harbor
Earlier, in explaining these conditions, Bedford (2010) pointed out that lack of
healthy food intake was the major driving force behind the high prevalence of nutritional
related diseases in Benton Harbor. The Berrien County Health Department (2011b)
Annual Report agreed with Bedford, and also, added that the high levels of
unemployment in Benton Harbor had resulted in some people not being able to access
healthy food. John Matuszak (2012) provided similar findings when stating that “low
college diploma attainment, unemployment, and lack of healthcare coverage in the
community were major factors that contributed to the poor health conditions of the city”
(p. 1).
Matuszak (2010) reported that a combination of lack of physical activity and
unhealthy eating habits led to an explosion in childhood obesity in Benton Harbor. Again,
the Berrien County Health Department (2011b) agreed with Matuszak in a report on lack
of physical activity in the county. The survey reported that 30.2% of respondents did not
partake in any leisure time physical activity. The percentage of respondents who reported
no physical activity was significantly higher for Berrien County than for the State of
Michigan, which reported 23.6%. The survey also indicated that generally, physical
activity increased with age, and that those with less than a high school education were
more likely to be inactive than their counterparts. Benton Harbor had the highest
percentage of residents without a high school diploma in Berrien County, and, therefore,
were more prone to being inactive when it came to leisure time activities.
Current statistics in Benton Harbor still show that this grim situation has not
changed. Benton Harbor Lifestyle and Demographics (2015) shows that the overall
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median household income for Benton Harbor is $17,193, which is 61% lower than the
average for Berrien County. Educationally, only 39% of the residents of Benton Harbor
18 years and over, graduated from high school, and 9% completed a Bachelor’s degree or
higher, which is 20% lower than that of Berrien County.
Thus, a combination of factors has been shown to be related to these diseases.
They are: high levels of unemployment, low college attainment, lower income, lack of
healthcare coverage, physical inactivity, and lack of healthy food intake. I will now
discuss the relationship between these factors and hypertension, diabetes, and obesity;
lifestyle diseases that are very prevalent in the city of Benton Harbor.
Relationship of Low College Attainment Levels
What has been seen as one of the major driving forces towards nutritional related
diseases in the city of Benton Harbor is low college attainment levels among community
members. Youlian et al. (2011) show a survey that was conducted in 2009 on
racial/ethnic health disparities that existed in the United States. The survey focused on
Black, Hispanic, Asian (including Native Hawaiian and other Pacific Islander), and
American Indian communities. The survey was conducted in 28 communities, located in
17 states, including Michigan. Self-reported data were collected through telephone,
questionnaire mailing, and in-person interviews from 900 residents aged 18 in each
community. Data from the community were compared with data derived from the
behavioral risk factor surveillance system for the metropolitan and micropolitan statistical
area county. Data was also compared with national estimates.
The results revealed that educational level and household income were markedly
lower in Black, Hispanic, and American Indian communities than among the general
33

population living in the comparison metropolitan and micropolitan statistical area county.
As a result of low educational levels, more residents in these minority populations did not
have health-care coverage and did not see a doctor because of the costs involved. The
survey also found out that among the four minority communities, Blacks had the highest
median percentage of persons who reported engaging in no leisure-time physical activity.
The study also reported that American Indian and Black communities had a high
prevalence of self-reported lifestyle related diseases such as hypertension, cardiovascular
disease, and diabetes (Youlian et al., 2011).
Again, these studies agree with the Annual Behavior Risk Factor Survey [Berrien
County Health Department (2011b)] that was conducted in Benton Harbor. Matuszak
(2012) reported that in terms of good health in Benton Harbor, scales are tipped in favor
of the more well-off and well-educated, who have more access to healthy foods. The
report also showed that people with a high school diploma were five times more likely to
report poor health than college graduates. People earning $20,000 or less a year were 20
times more likely to report fair or poor health. In addition, the United States Census
Quick facts (2015) on Benton Harbor show that only 4.8% have a college degree or above
in the city. The majority of the residents in the city fall under educational levels that seem
health wise, to be impacted negatively by the food environment in the city. The reason
for the adverse effects on the health of low educated residents of the city is lack of
knowledge on the part of affected community members, regarding the effects of food on
their bodies.
With all the studies that have been conducted on the relationship of education and
health in communities, it is easy to conclude that low levels of education in the city of
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Benton Harbor, among many of its residents has been one of the major contributing
factors to the health and wellness problems in the city. Education introduces people to
knowledge, and there is a lot of information on health and wellness, but unless people are
introduced to that knowledge, it is of no use to them. This is the case in the city of Benton
Harbor, among many of its residents. Since many of them do not go beyond high school
diploma, they miss out on a lot of educational information that could help them change
their lifestyle to something better. John Youngberg, M. Youngberg, and W. Youngberg
(2015) say that our lifestyle makes a difference and helps to prevent diseases. They
explain that “lifestyle changes the epigenes and, in many cases, throws the diabetic gene
switch to the off position” (p. 28).
Relationship of High Levels of Unemployment
Samson Gebreab et al. (2012) show a study that hypothesized that psychosocial
stress may contribute to associations of socioeconomic position with risk factors for
cardiovascular disease. The study was carried out in Jackson Michigan among African
Americans, who may be more frequently exposed to stressors due to social and economic
circumstances. Among women, higher income was associated with lower prevalence of
hypertension, obesity, diabetes and carotid plaque. Higher stress levels were also weakly
associated with hypertension, obesity, diabetes but not carotid plaque. In men, high
income was associated with lower prevalence of diabetes. The stress and anxiety that
comes with lack of employment and low income in the study affected both men and
women.
Again, the study seems to match with the unemployment rate in Benton Harbor.
Benton Harbor Unemployment Rate (2015) shows the unemployment rate in Benton
35

Harbor at 14% in 2010. At the same time, Kay (2003) showed that much of the
employment that existed in Benton Harbor was minimum wage and temporary. This is
not a good work situation for Benton Harbor city because temporary, and minimum wage
jobs, do not get people out of poverty. The high prevalence of lifestyle diseases that
continue to plague Benton Harbor is, therefore, proof that lack of employment and low
income wage earning, are some of the causes of the high prevalence of hypertension,
diabetes and obesity in the city of Benton Harbor.
Relationship of Lack of Health Care Coverage
Another major factor that has been identified as contributing to the high levels of
diabetes, hypertension, and obesity in Benton Harbor is the lack of health care coverage
in the community. Youlian et al. (2011) in the study on the substantial racial/ethnic health
disparities in the United States found out that minority communities, where residents did
not have health-care coverage and did not see a doctor because of the costs, had a high
prevalence of obesity, hypertension, and diabetes levels.
Again, the study agrees with the findings in Benton Harbor regarding contributing
factors to the high prevalence of diabetes, hypertension, and obesity in Benton Harbor.
Allen (1991) gives a very interesting view concerning health care in America. He
explains that healthcare is a political issue, not merely an economic one. He continues
and says that medical care is also increasingly the domain of the drug companies, private
hospital corporations and medical technology. As a result, healthcare for the poor is a
very low priority in America, both politically and socially. On the other hand, for the
health professional to be committed to the poor, is to risk being a victim, both
economically and politically.
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The outcome of the Affordable Care Act is not yet clear whether it is helping the
people of Benton Harbor or not. It is also not known if it will continue into the future or
will be phased out.
Morgan et al. (2014) give a positive view concerning Affordable Care Act on the
priority of health care among insurance companies with the poor. Morgan et al. say that
lack of healthcare insurance disproportionally affects individuals from racial and ethnic
minority communities with chronic, yet in some instances, preventable health conditions.
He continues, however, stating that the Affordable Care Act will provide insurance
coverage to an additional 32 million Americans not currently insured. More than half of
these additional insured include racial and ethnic minorities. He says that the Affordable
Care Act will not only reduce financial barriers to health care, but also improve access to
quality healthcare for all.
Berrien County has addressed the problem of lack of health coverage by opening
low cost clinics in Benton Harbor. Free Clinics and Community Health Centers in
Berrien County (2005) shows that Berrien County Health Department has five free and
low-cost clinics in Benton Harbor. However, despite the presence of these low-cost
clinics, the community still has a high prevalence of lifestyle related diseases.
Relationship of Lack of Physical Activity
Sobngwi et al. (2002) in a study to determine physical activity and its relationship
with obesity, hypertension, and diabetes, in urban and rural Cameroon, in Africa shows
that 2,465 Subjects aged 15 and greater were studied. Subjects were of a random
sampling of households, of whom 1181 were urban dwellers from Yaounde, the capital
city of Cameroon, and 1282 were rural subjects from Bafut, a village of western
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Cameroon. They all had an interviewer administer a questionnaire for the assessment of
their physical activity and anthropometric measurements, blood pressure and fasting
blood glucose determination. The procedure was satisfactorily completed in 2,325
(94.3%) subjects. The results showed that obesity was diagnosed in 17.1 and 3.0% of
urban and rural women, respectively. Prevalence of hypertension was significantly higher
in urban vs. rural dwellers (11.4 vs. 6.6%, and 17.6 vs. 9.1%) in women and men,
respectively. Diabetes was more prevalent in urban compared to rural women, but not
men. The study showed that urban subjects were characterized by lower physical activity,
light occupation, high prevalence of multiple occupations, and reduced walking and
cycling time compared to rural subjects. Univariate analysis showed significant
associations between both physical inactivity and obesity and high blood pressure. The
conclusion was that there is a strong relation between physical inactive and obesity,
hypertension, and diabetes.
This study agrees with Matuszak’s (2010) report on Benton Harbor that, inactivity
among young people in the city played a large part as a contributing factor to obesity in
Benton Harbor. The Berrien County Health Department (2011b) Behavioral Risk Factor
Survey also reported that nearly one third of Berrien County Behavioral Risk Factor
Survey respondents said that they did not partake in any leisure time physical activity.
The percentage of respondents who reported no physical activity was significantly higher
for Berrien County than the State of Michigan, which was 23.6%. The report summarized
that physical inactivity was worse among individuals with low household incomes and
educational levels. It showed that 35% of those who reported no leisure time physical
activity were black, and came mostly from Benton Harbor. These figures clearly show
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the impact of inactivity and its results of lifestyle related diseases, especially among
young people in Benton Harbor.
To address the problem of physical inactivity, the Be Healthy Berrien Strategic
Plan (2015) reports that Berrien County community members and leaders created the Be
Healthy Berrien Strategic Plan for 2015 to 2020. Their goal is to decrease the percentage
of adults who report no leisure time physical activity by 10% from 30.2% and to increase
the percentage of adults who get aerobic physical activity by 10% from 45.1%. The
strategy they want to follow is to create change in the built environment to elicit more
physical activity in cities in the county, and this includes Benton Harbor. The plan is to
educate community leaders about the connection between the built environments and
health. Another plan of action is to increase the number of recreation locations to ensure
that they are located within a quarter mile of all residences in Berrien County cities (pp.
9-10)
The committee had goals, objectives, strategies, and action items also that
involved 18-24-year old adults who reported no leisure time physical activity. The
objective was to engage K-12 school leaders and stakeholders in creating infrastructure
that supported healthy lifestyles and decrease the percentage of 18-24-year old adults
who reported no leisure time physical activity by 10% from 14.6% and also to increase
the percentage of 18-24-year-old adults who get adequate aerobic physical activity by
10% from 49.1%. The action plan was to increase the number of K-12 school districts
with joint-use agreements to enable community use of school facilities for physical
activities, such as gymnasiums, tracks, pools, and weight rooms. Another action plan was
to advocate for policies that expand or enhance school-based physical education classes
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including adding new physical education classes, lengthening existing physical education
classes, or increasing physical activity during physical education classes.
Relationship to Lack of Healthy Food Consumption
Morland, Diez Roux, and Wing (2006) described a study that was carried out in
2004 to find if characteristics of the local food environment were associated with the
prevalence of cardiovascular disease risk factors. The cross-sectional study was
conducted in the states of Mississippi, North Carolina, Maryland, and Minnesota among
10,763 participants residing in four Atherosclerosis (disease in which plaque builds up
inside arteries) Risk Community defined geographic areas. Names and addresses of food
stores located in the four ARIC-defined areas in Mississippi, North Carolina, Maryland,
and Minnesota were obtained from departments of agriculture. A multilevel modeling
was used to calculate prevalence ratios of the associations between the presence of
specific types of food stores and cardiovascular disease risk factors. Results showed that
the presence of supermarkets was associated with a lower prevalence of obesity and
overweight and the presence of convenience stores was associated with a higher
prevalence of obesity and overweight.
The question that we may ask today is, why were supermarkets associated with a
lower prevalence of obesity and overweight? Morland et al. (2006) again, clearly states
that supermarkets sold vegetables that were a source of many nutrients that fought
obesity and overweight problems. Convenience stores, on the other hand, sold foods that
were mostly high in sugar content, and they also sold fried foods that had very high fat
and cholesterol levels, which increased the prevalence of obesity.
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Youngberg et al. (2015) reveal that a Canadian study, which gathered data from
50 countries, found that 35% of heart attacks globally are caused by diets heavy in fried
food, salty snacks, and meat. He says that a former Surgeon General of the United States,
C. Everett Koop, stated that two-thirds of the diseases of Americans are related to their
diet. They also say that Chicago’s Rush Institute for Healthy aging reported that
respondents who ate adequate nutrient-filled vegetables showed 40% less mental decline
than those who ate few or no vegetables. Respondents who ate lots of green leafy
vegetables showed remarkable levels of brain function, expected in people five years
younger than they were.
The results of the study seem to agree with Bedford (2010) in the Solutions
Journal. The city of Benton Harbor has two supermarkets and 61 convenience stores,
however, the nearest stores where people can walk and buy food are mostly convenience
stores that sell unhealthy foods. The outcome is that Benton Harbor has become a food
desert, and this situation has contributed to epidemics of nutritional related diseases such
as obesity, hypertension, and diabetes.
Bedford’s 2010 conclusions were supported by those found in the Berrien County
Health Department (2011a) Report that revealed that 87% of residents with household
incomes under $20,000 annually, consume less than the recommended amount of fruits
and vegetables daily and had notably higher rates of hypertension and diabetes. They
were also more likely to be obese than residents with higher incomes. The report further
showed that the larger percentage of residents with less than $20,000 income annually
were Black and lived mostly in Benton Harbor.
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Figure 2 shows a comparison of health food intake between Black and White
residents in Berrien County that, in this case, includes residents of Benton Harbor.

Figure 2. Comparison of health food intake between Blacks and Whites in Berrien
County.

Morland et al. (2006) study on characteristics of food environment and their
relationship to cardiovascular disease risk factors, concluded that characteristics of local
food environments may play a role in the prevention of overweight and obesity. What we
can take from Morland et al.’s conclusion is the fact that the situation in the city of
Benton Harbor can be improved. A food environment in the city can be created to help
residents avoid nutritional related diseases that are almost endemic in the city.
Organizations are needed that will work with communities in the city of Benton Harbor,
educating, and helping affected community members understand basic facts about health
and wellness, and showing them how to manage nutritional diseases such as diabetes,
hypertension, and obesity.
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The report also showed that Berrien County Health Department (2011a) addressed
the risk factor of lack of healthy food intake in Benton Harbor by increasing low income
consumers’ use of the farmers’ market. The city introduced farmers’ market food stands,
selling only healthy, fresh, and locally grown food, to areas that only have a high
concentration of convenience stores.
The report continued to show that the Berrien County Health Department (2011a)
goal to expand farmer’s markets to places in Benton Harbor where people mostly bought
their food from convenience stores was reached. Despite the progress, the report showed
that the number of people buying fruits and vegetables from the farmers’ market was still
very small. The majority of people still buy most of their food from convenience stores.
Two Principal Health Risk Factors and
Importance of Intervention
Buttar, Li, and Ravi (2005) show that physical inactivity and lack of healthy
food intake are the two leading factors highly linked to the high prevalence of obesity,
hypertension and diabetes in Canada and many other countries in the world including
the United States of America. Therefore, I will focus on these two lifestyle risk factors
in this project.
Importance of Plant-Based Diet and
Physical Activity Intervention
Joshipura et al. (2001) in a case study to determine the beneficial effects of fruit
and vegetable in the prevention of coronary artery diseases, point out that increased
consumption of all fruits and vegetables had a statistically significant inverse relationship
to the relative risk of coronary artery diseases. The case study concluded that the diverse
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protective nature of fruits and vegetable indicates that daily consumption of these dietary
products is beneficial for cardiovascular health and for prevention of chronic diseases.
In another landmark case-control study, Buttar et al. (2005) show an experiment
where Yusuf et al. (2004, p. 11) determined the association between potential risk factors
and acute myocardial infarction (MI) (which is the death of heart muscle caused by lack
of blood supply that may lead to a heart attack), in 29,972 subjects (15,152 patients and
14,820 controls) from 52 countries in Asia, Europe, the Middle East, Africa, Australia,
North America and South America. The results of this inter-heart case-controlled study
showed that diabetes, hypertension, abdominal obesity (waist to hip ratio), lack of daily
fruit and vegetable consumption, and lack of physical exercise, were among the top nine
risk factors for myocardial infarction. The authors concluded that the nine factors
collectively predict 90% of the risk of a heart attack in men and 94% in women
worldwide. They emphasized that the vast majority of heart attacks may be predicted by
the nine measurable factors, regardless of the geographical region, ethnic group, sex and
age. As a corollary to this conclusion, Yusuf et al. (2004, p. 11) stated that health
promotion strategies can be applied globally for the prevention of premature death and
disability associated with myocardial infarction. Buttar et al. (2005) also pointed out that
the inter-heart study provided convincing evidence that cardiovascular disease is
preventable by lifestyle changes. Based on the findings of this large international casecontrolled study, it appeared that almost 90% of heart disease was caused by modifiable
risk factors. Through regular physical activity, eating a healthier diet, therefore it is
possible to profoundly reduce the risk hypertension in all sexes and age groups.
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Buttar et al. (2005) also shows results of four experimental studies that assessed
the effects of exercise on blood pressure. The results showed that regular physical activity
had a positive impact on lowering blood pressure in hypertensive patients. All the studies
found consistent overall reductions in blood pressure with the adoption of physical
activity regimens. For example, one of the studies found that in comparison with
normotensive subjects, systolic Blood Pressure (BP) was decreased by up to 8 mmHg and
diastolic BP was decreased by up to 6 mmHg with the adoption of physical activity in
hypertensive patients. The study also found out that younger and older subjects who
tended to have sedentary lifestyles risked an increase in BP overtime, whereas those who
were physically active seemed to evade this adverse effect. The study concluded that
these findings strongly advocated the need for moderate daily physical activity to prevent
hypertension.
Importance of Early Intervention in Child Obesity
Bjerregaard et al. (2018) on the topic of change in obesity from childhood to early
adulthood and risk on type 2 diabetes presented an experimental case study where the
abstract declared that childhood obesity was associated with an increased risk of type 2
diabetes in adulthood. The authors explain that they investigated whether remission or
reduction of overweight before early adulthood reduces this risk. A study was conducted
involving 62,565 Danish men whose weights and heights had been measured at 7 and 13
years of age and in early adulthood (17 to 26 years of age). Overweight was defined in
accordance with Centers for Disease Control and Prevention criteria. Data on type 2
diabetes status (at age 30 or less years old, 6710 persons) were obtained from a national
health registry. The result showed that men who had had remission of overweight before
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the age of 13 years had a risk of having type 2 diabetes diagnosed at 30 to 60 years of age
that was similar to that among men who had never been overweight. On the other hand,
however, men who had been overweight at seven and 13 years old, but did not have a
reduction of weight in childhood, had a higher risk of type 2 diabetes. The conclusion
that was made out of the study was the fact that childhood overweight at seven years of
age was associated with increased risks of adult type 2 diabetes only if it continued until
puberty or later ages. This study confirmed the importance of early intervention through
the reduction of weight in children in the control of diabetes.
Health Wellness Programs in Other
Faith-Based Organizations
This project to implement a health and wellness program focused on obesity,
hypertension, and diabetes in a local community is not the first one of its kind.
Congregations have used principles of intervention as well as theories on factors leading
to the prevalence of these lifestyle diseases discussed in this review, to help them
implement health and wellness intervention programs in their churches. DeHaven et al.
(2004) examined published literature on health programs in faith-based organizations to
determine the effectiveness of those programs. They conducted a systematic literature
review of articles describing faith-based health activities. A total of 386 articles were
reviewed. Out of that total, 105 articles were found suitable for the review. Articles that
were found to be faith-based were 53, and programs that reported the effects of their
programs on their subjects were 28. The journal shows that 50.9% of the programs
focused on primary prevention. Significant effects reported included reductions in
cholesterol and blood pressure levels, and weight. The conclusion that the authors of the
article reached was that faith-based programs can improve health outcomes. The article
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continues and says that means are needed for increasing the frequency with which such
programs are evaluated and the results of these evaluations are disseminated.
The results in most of these faith-based health programs confirm the fact that out
of the five factors contributing to the high prevalence of obesity, hypertension, and
diabetes, in Benton Harbor, physical inactivity and lack of health food intake are the
leading factors to the high prevalence of these lifestyle diseases.
Conclusion
Recent literature reviewed suggests that there is a correlation between low
education attainment and nutritional related diseases. The survey by Youlian et al. (2011)
demonstrated that low educational levels led populations affected to fail to have healthcare coverage and to see doctors because of the costs involved.
Literature reviewed also points out that lack of health care coverage is one of the
contributing factors that leads to lifestyle diseases such as diabetes, hypertension, and
obesity, because of care costs involved in seeing medical doctors. These recent studies
seem to confirm the health care situation in Benton Harbor.
Literature reviewed furthermore indicates that there is a strong relation between
lack of physical activity and obesity, hypertension, and diabetes. In a study conducted by
Sobngwi et al. (2002) it was established that obesity, hypertension, and diabetes were
more prevalent in urban areas than rural areas in Cameroon in Africa because the urban
subjects were characterized to lower physical activity whereas rural subjects were
characterized to heavy manual labor and long walks.
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This literature review also points out that, there is a strong relationship between
lack of healthy food consumption and the high prevalence of obesity, hypertension, and
diabetes.
Therefore, this literature reviewed shows that intervention by making lifestyle
modifications through plant-based diet and exercise can be very effective in controlling
or stopping these three chronic diseases.
Additionally, this literature review shows that other faith-based organizations
have used health and wellness programs in the past to prevent or control lifestyle
diseases. This review also shows that other faith-based organizations have also focused
their intervention on lack of healthy food intake and physical inactivity, the leading
health risk factors that lead to high prevalence of obesity, hypertension, and diabetes.
Lastly, the review shows that the focus in the project will be on the two principal
health risk factors lack of healthy food intake and physical inactivity the two leading
health risk factors that lead to high prevalence of obesity, hypertension and diabetes.
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CHAPTER 4

METHODOLOGY DEVELOPMENT AND
APPLICATIONS PLANS

Introduction
In this Chapter, I look at the methodology development, and the application plan
in the strategy to implement a health and wellness program in Harbor of Hope church in
Benton Harbor Michigan. The purpose of the chapter is to provide a frame for depicting
every step of the project in depth. The chapter gives an arrangement of logically
connected methods and processes that established how to best develop, control, and
deliver the project throughout the continuous implementation process until its successful
completion. The focus of the project as mentioned in the previous chapters was
intervention on the two principal lifestyle health risk factors, lack of healthy food intake
and physical inactivity, the leading contributing factors to obesity, hypertension, and
diabetes. It is a must-have chapter in the project if failure is to be avoided and risks
reduced.
I therefore, begin by providing a brief report of the ministry context that related
particularly to the task of this intervention project, and then I give a description of the
project methodology that was used in the implementation of the project in Harbor of
Hope church. Finally, I provide a concise narrative of how the chronological
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implementation of the project was conducted. I end with a conclusion that recapped the
main points in the chapter.
Ministry Context
Improving the health and wellbeing of disadvantaged populations was part of my
own passion, and using the local church to meet this need was my strategy. The church
through which the project was executed was the Harbor of Hope church, in Benton
Harbor, Michigan. The average church attendance was seventy-five people every
Sabbath. About 60% of the people who attended church came from Benton Harbor, and
half of them were young boys and girls between the ages of 10 and 18. The other 40%
were students from Andrews University Berrien Springs, Michigan, which was 12 miles
away from the church. The leader of Harbor of Hope church is Pastor Taurus
Montgomery.
Bedford (2010) indicated that the city of Benton Harbor had a population of
12,000 people, and 92% of those people were African Americans. The population of the
city declined since then. The World Population Review (2019) shows that the population
of Benton Harbor is now 9,826. African American population is still in the majority at
85.7% of the population in the city. There is some good news in regards to the health
statistics of the city of Benton Harbor. The Berrien County Health Department Annual
Report (2012) indicated that the uninsured in the city were 16.6% of the total population
in the city, however, Benton Harbor Michigan Data (2017) shows that the percentage of
uninsured people in the city of Benton Harbor has declined to 13.3%. Nonetheless, the
social networking and information website City-Data.com (2017) shows that the
percentage of adult and child obesity in the city has gone up to 48%, from 34% in the
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Berrien County Health Department (2011b) Report. The data for hypertension still stands
at 42% in the city of Benton Harbor.
Background of the Project
In preparation for implementing this intervention project in May 2018, I first sat
down with pastor Montgomery and a dietician at Andrews University in May 2015 to see
how the project would be carried out. Pastor Montgomery allowed me to meet with the
health committee of the church, and both I and Pastor Montgomery sold the idea of how
my project could be incorporated within the health program that was already in progress
in Harbor of Hope church.
We agreed to conduct a number of activities from that committee meeting, in
order to achieve the vision that I had presented to Harbor of Hope church. Our first step
was to use the children’s Sabbath walk teams that were already operating to attract
children and their parents from the community to come to the after-church activities, on
Sabbath.
Starting summer of 2015, church members went door to door in a selected
community, in the city of Benton Harbor and invited children to come, and listen to Bible
stories, music, and Sabbath afternoon activities. Some parents accompanied their children
to the community hall where we held all the activities. In this way, we got to know the
children in the community with their parents. We made friends with both the children and
their parents, and tried to find out some of the health challenges they were facing,
particularly diabetes. We advertised, and encouraged them to attend the health programs
we offered at the church on how to control diabetes, hypertension, and obesity through
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plant-based diet and exercise. This venture was done and completed by the end of the
summer season of 2015.
Second, the committee decided to hold a health fair, where medical workers in the
church gave free health screenings on diabetes, hypertension, and obesity to people in the
community. In August 2015, we conducted the free health screening for the community
and it was done in Harbor of Hope church. People who were found with very elevated
levels of hypertension, weight, and diabetes, were referred to their doctors, and
professional services that were available to the community. People were also encouraged
to come to the church to listen to the health presentations that were held weekly every
Sabbath. This was just a one-day project which was done over the weekend.
Third, in April 2016, Harbor of Hope held a nine-week health education program
for church members only, geared to prepare the church for my intervention project on
health and wellness which would be organized for the community at large in May 2018.
church members were encouraged to bring family members and friends who were not
members of Harbor of Hope church to come and participate in the program.
In August 2017, Harbor of Hope church partnered with Highland church, another
Adventist church in Benton Harbor, and sponsored a wellness clinic that provided free
dental services, and eye exams to people in the community over the weekend. Eight
dentists and one eye doctor participated. Almost 200 hundred people were treated at no
charge. The event was conducted at Benton Harbor High School.
In August of 2018, Harbor of Hope church introduced a series of out-reach
programs in a community that was located close to Harbor of Hope church. The first
activity was the reintroduction of Sabbath walks in this community. Young people were
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invited together with their parents to come and listen to music, Bible stories in form of
skits, and food was provided for all the participants at the end of every program. These
programs were held on every Sabbath afternoon.
Second, Harbor of Hope church invited the targeted community for a
thanksgiving dinner at the church where gifts were given to all the participants who
attended. Participants were invited by going door to door in the community giving
invitation cards and assuring them that there were no strings attached to the dinner party,
it was just Harbor of Hope church sharing its love with the community. This program was
possible through the help of the Pioneer Memorial church on the campus of Andrews
University, that helped finance the whole program, and the University’s students helped
by performing Bible skits and playing music for community members.
The next activity that Harbor of Hope introduced in the same community was the
health bingo games. A high-rise building that was close to the church and had low
income tenants was targeted for this activity. As in the previous activities, people were
invited to come to the bingo health games by church workers going to the apartments and
knocking on residents’ doors. The games were conducted in the same high-rise building
in a big multi-purpose room. The health bingo games program was focused on nutrition,
exercise, water, sunlight, temperance, air, rest, and trust. The program was a prelude to
my Health and Wellness program, that had been postponed from 2018, and took place at
Harbor of Hope church in 2019 from January to April.
The idea was to run the health bingo games even after my health and wellness
program had started, but introduce interested participants from the bingo games program
to my health and wellness, exercise, and cooking programs, that were going on at the
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church at the same time. The plan, however, did not work out as we thought it would
because the participants felt they were already involved in the health and wellness bingo
games, and thus they did not see any need for joining another health and wellness
program at the same time.
Last, as I worked as a colporteur, going door to door, selling health and religious
books in the city of Benton Harbor, I encouraged my clients with diabetes, hypertension,
and overweight problems to attend our health programs at the church.
All these activities were designed to help Harbor of Hope church warm up for the
proposed project on health and wellness that was postponed to 2019. The activities were
also meant to prepare the community of Benton Harbor, by sensitizing them to the
presence of Harbor of Hope church and its activities on health and wellness in the
community. It was also another way of preparing the community in Benton Harbor to get
ready to participate in the health and wellness project that started at the end of January
2019.
I also approached Whirlpool corporation and Meijer stores in Benton Harbor in
May 2016, and explained to them about the health and wellness program conducted in the
community through Harbor of Hope church. I asked them to partner with us, so that they
could help fund some of the booklets and medical implements that we distributed in the
project, such as free health magazines that were given out, blood strips for diabetics,
together with lancets, and lancing devices.
Whirlpool responded positively and agreed to partner with us in the project for
health and wellness. However, when Whirlpool asked us how much we needed for the
project, our health department in Harbor of Hope church made a mistake by asking for an
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inflated amount of $10,000. Whirlpool decided to withdraw from the project in 2016.
Nonetheless, Whirlpool recommitted in 2019, by helping financially, when they realized
how important our health and wellness project was to the community in Benton Harbor.
As for Meijer and Walmart, the bureaucratic system made the whole process of asking
for funds very slow, since the requests had to go to their world headquarters.
Research Methodology: Purpose of Project
The purpose of the project was to reduce elevated blood pressure, blood sugar,
and weight among Benton Harbor community members that attended health, and
exercises classes in a nine-week health and wellness program held at the Harbor of Hope
church.
The benefits of the project included knowledge regarding how a simple, but
healthy diet and regular exercise could change personal and community practices that led
to sicknesses such as hypertension, diabetes, and obesity. A reduction of high blood
pressure, high blood sugar and weight was also anticipated among participants as a result
of participating in the project.
Description of Subjects
Subjects eligible for the project were residents of Benton Harbor, regardless of
their gender or religious affiliation. The age group targeted in this project was 13 years to
adult seniors. Subjects 13 to 17 years old had to sign a consent form that was previously
signed by their parents or guardians. However, we did not have participants who fell
under the category of minors. Vulnerable groups like prisoners, hospital patients,
mentally impaired, pregnant women, were not included in the project.
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Recruitment of Project Participants
During visits to homes in the community in January 2019 trained members of the
project team carried flyers and knocked on doors and invited families and individuals to
attend the free health screenings and seminars. Some flyers were posted in selected public
places such as supermarkets and the mall. All who indicated interest were asked to fill out
a four – item card that requested their name, home address, email address and phone
number. We explained to them that the information was going to be used to contact them
about the dates and times regarding screening and free classes.
Recruitment was very open and participants received all the necessary
information that they were supposed to know. People were encouraged to attend by
members telling them about the importance of participating in the project. Participation
was voluntary for all. Participants were free to join or leave project activities at will
without any penalty or loss of benefits.
Methodology Procedure
The procedure of the project was broken into four parts: (a) the information
session, (b) free health screening and biometrics testing for diabetes, hypertension, and
obesity, (c) intervention or implementation, and (d) data analysis and findings of the
project. These four segments of the project were broken up further in the following way:
Information Session
1. A week before the biometrics session, community members were invited to
Harbor of Hope church using flyers and posters for the information session.
i.

Community members were informed about the goal and purpose of the

project.
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ii. The steps that were to be followed in project were spelt out for the
community members who attended.
iii. Possible benefits that were to be gained after the project were explained to
the participants.
iv. Community members were allowed to ask questions about the project.
Screening: Before and After the Project
1. Community members were invited, using flyers and posters, to a free screening at
the church. The screening date was on the flyers.
2. Persons planning to participate in the screening were asked to voluntarily observe
an overnight fast that included no breakfast.
3. Prior to being screened, all persons were asked to fill out a screening form or
survey. Fifteen people completed and signed the form or survey.
4. Nurses then conducted and recorded blood pressure and blood glucose and
checked weight levels according to medical definitions.
i. Normal blood pressure in adults is 120/80 mmHg
ii. Hypotension is blood pressure that is lower than 90/60 mmHg
iii. High blood pressure is defined as a systolic blood pressure (SBP) of 140
mmHg or more and diastolic blood pressure (DBP) of 90 mmHg or more
iv. In terms of blood sugar, the normal range for fasting blood glucose is 70
to 99 mg/dl.
v. Levels between 100 and 126 mg/dl are referred to as impaired fasting
glucose or pre-diabetes
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vi. Diabetes is typically diagnosed when fasting blood glucose levels are 126
mg/dl or higher
vii. To determine normal, overweight, and obese adult participants, nurses
used the body mass index (BMI) chart.
5. Persons with elevated numbers, or below normal, were identified with a special
ID
6. Those with elevated levels were referred to doctors and medical professional
services available in the community.
7. A list of all persons intending to attend classes was made from the completed
forms.
8. Biometrics testing were performed at the beginning of the project and a day
before the end of the nine-week classes.
9. Results of the pre and post intervention biometric testing were compared to find
percentage point change in blood pressure, blood sugar, and weight.
Intervention Implementation, Data
Analysis, and Findings
1. We anticipated at least 35 people to attend the classes; however, only eight people
completed the classes.
2. Participants met on Wednesdays, every two weeks at Harbor of Hope church for
healthy meals, and cooking classes. Andrews University nutrition students, under
the guidance of a professor in dietetics at Andrews University in Berrien Springs
Michigan, led out in the health and cooking classes, from 6:00 pm to 7:00 pm.
These classes lasted for a total of five Wednesdays.
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3. Participants met at the same site once every fortnight on Wednesdays, for health
and wellness classes from 6:00 pm to 7:00 pm. These classes took a total of four
Wednesdays, alternating with the cooking classes.
4. Participants met at the same site on Sundays, for exercise, from 10:00 am to 11:00
am. A licensed exercise instructor led out in the exercise program. The exercise
program occurred a total of nine Sundays.
5. Exercises included moderate activities such as sit-ups, push-ups, jumping-jacks,
squats, jogging, etc.
6. Participants were encouraged to exercise a minimum of three days every week for
at least 30 minutes per session, on their own.
7. Biometric testing was done at (a) the beginning of the project, and (b) a day
before the end of the nine-week classes.
8. Attendance sheet using excel was kept for an accurate count.
9. Handouts were given per presentation, and calls were made and emails were sent
to participants for encouragement.
10. Intervention data included number and percent of participants by age, gender,
class attendance, diet, exercise and social support. Results were included in the
final report.
11. Results of the pre and post intervention screenings were compared to find
percentage point change in blood pressure, blood sugar and weight.
12. The goal of the project was restated and compared to the key findings in terms of
changes; differences; more likely than; less likely than; no change.
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Investigator’s Role
As the researcher of this project, I monitored the recruitment of subjects and their
registration to ensure that the right protocol steps were followed. I also monitored
sessions to see that they were being held according to plan. Furthermore, I kept a record
of all the pre- and post-screening results, class participation, and progress of the project. I
entered and analyzed the data in a computer software system. I eventually wrote up the
report on all the findings. I also had to disseminated the findings from the data.
Risk
The level of risk in this project was very minimal. The cooking and health and
wellness classes did not involve any physical exercise. Exercise classes involved
moderate intensity activities. Exercises also avoided strenuous activities such as lifting or
harsh high-impact activities. Exercises included such activities as sit-ups, push-ups,
jumping jacks, squats, running, etc. Nurses involved in the project gave special attention
to individuals that had high blood glucose levels who registered above 130 mg/dl before
meals, and those who were overweight or obese. In the unlikely event of injury resulting
from the project, assistance would have been provided to participants by the team of
nurses, dieticians, and exercise coaches in obtaining emergency treatment and
professional services that were available to the community, generally at nearby facilities.
Data Collection & Analysis
Data was collected at two points during the nine-week program. The first time
was administering 25-item questionnaire, and biometrics testing for diabetes,
hypertension, and obesity. The results from the two events were collected at the
beginning of the project during the second session of the nine-week program.
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Questionnaire data collected included demographics, health practices, dietary practices,
medical questions and psychological questions. Participants’ weight, blood sugar level,
and blood pressure level were also taken at the end of the project. The questionnaire was
not conducted at the end of the project. All of these indicators helped determine the
progress that was made. Video or audio recording were not used to collect any
information.
Data gathered from the Excel spreadsheet was analyzed. Frequency statistics such
as total, percent, mean and standard deviation were used. Results were also displayed
using charts. Special focus was on the pre and post test changes that occurred in the
participants’ biometrics. The changes were expressed in percentage change.
Securing Data
Data collected was confidential. It was only available to the researcher, the nurses
that collected the data, the gym teacher who led in the exercise program, and the
participants themselves. Participants were only allowed to see their own statistical
information, and not the information of other participants. Guardians were notified that
they would be allowed to see data of their minors if interested. This information was kept
in a file in a password protected computer and will be there for at least three years. Each
participant was given his/her own statistical information.
Conclusion
In this chapter, I presented the project methodology and the application plan. I
demonstrated that the project used firsthand or observed data and hypothesis testing. The
data collected was from a small number of respondents, but the survey instrument
allowed for a thorough amassing of information.
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I started the chapter with the ministry context, described the health situation in
Benton Harbor in relation to diabetes, hypertension and obesity. I also looked at the
background of the project and discussed the different activities that were conducted in
Harbor of Hope church in preparation for the health and wellness project in 2018. The
purpose of the project was to conduct an intervention on the two principal lifestyle health
risk factors affecting the community -- lack of healthy food intake and physical inactivity.
A description of the subjects that participated in the project was given, as well as how
they were recruited.
The methodology procedure likewise was illuminated. The procedure was in four
parts: the information session, the biometrics and screening of subjects through a
questionnaire, the intervention implementation, and the data analysis and findings. Lastly,
the role of the investigator in the project was specified.
It was also made clear in the chapter that the project did not have any risks that
were foreseeable, however, in case of unanticipated mishap during the project,
participants were assured that assistance would be provided to them by the team of
nurses, dieticians, and exercise coaches in obtaining emergency treatment and
professional services that were available to the community, generally at nearby facilities.
The risk part of the methodology section was very important to keep the confidence of
the participants about their roles in the activities they were engaging in.
I also clearly stated the fact that data would be collected at the beginning and at
the end of the project. All the data collected was confidential. It will be kept in a file in a
password protected computer for at least three years. Each participant was given the
findings in the report concerning their health. This was done in order to abide by the
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agreement that was made with the subjects in the consent forms about how they were
going to access the results from the project, and how those results about their health from
the project was going to be kept.
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CHAPTER 5

NARRATIVE OF INITIATIVE IMPLEMENTATION

Introduction
In this chapter, I explore and reflect on the implementation of the health and
wellness program to reduce elevated blood sugar, blood pressure, and weight among
participants at Harbor of Hope church. I started by discussing the delays that occurred in
the implementation of the project. I then I talked about the assistance that the project
received from local institutions. Next, I disclosed the activities that were actually
conducted to recruit people to come and participate in the project. After that, I moved on
to the information session where participants were enlightened about the chronological
events in the project. Thereafter, I reviewed the manner in which participants responded
to the recruitment, and how they progressed on to the end of the project. Next, I discussed
the questionnaire and the answers that the participants gave. After that, I disclosed the
activities that transpired after the project was launched. Finally, I discussed the
biometrics testing and results that took place at the beginning and the end of the project.
Delays
The project should have been launched in April of 2018, but because of lack of
trained personnel such as nurses, and dieticians at Harbor of Hope church, the project was
postponed to January of 2019. In April of 2018, Harbor of Hope Church in Benton
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Harbor offered to provided trained personnel, who were members of the church, to
conduct the medical aspects of the project. These personnel were student nurses from
Andrews University. Unfortunately, most of these student nurses had graduated, and left
the area at the time that the project should have been launched. To plan for the launching
of the project in 2019, I opted to ask for assistance from Andrews University Nursing,
and the Public Health, Nutrition and Wellness departments. I met with the chairs of the
Department of Nursing and the Department of Public Health, Nutrition and Wellness, to
solicit for student nurses, and dieticians in training. Both chairs consented to allow their
students to participate in the project as trained staff, and to use the time for their
participation in the project as hours gained for their community classes. Nursing students,
together with the assistant professor in the School of Nursing at Andrews University took
charge of the biometric testing at the beginning and at the end of the project. Students in
the Public Health, Nutrition and Wellness Department, together with an assistant
professor in dietetics from Andrews University, taught cooking classes to participants.
Public Health, Nutrition and Wellness Department at Andrews University, also provided
a student exercise coach for the project.
Help From Local Business and Institutions
Community institutions that promised to help financially fulfilled their promises.
Whirlpool underwrote $500.00 towards the project. The officer in charge of community
projects for Whirlpool, solicited Walgreens whom they partner with in community health
projects to provide glucose meters for our project. Walmart contributed $50.00 towards
the project. Andrews University Public Health, Nutrition and Wellness department
furnished all the food that the presenters needed for their cooking classes. Andrews
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University Nursing Department provided all the equipment needed for biometric testing.
Harbor of Hope church, along with providing the venue for the project, also helped
financially by providing for printed material needed in the recruitment process for the
project. The church paid the exercise instructor for the workout-classes she provided to
the participants for the nine weeks. Harbor of Hope church also paid for the snacks that
were provided to the participants after the biometrics tests, bought T-Shirts for those who
completed the project, and gave each participant $10.00 for the blood they provided for
biometric testing. The project would not have ensued had it not been for the open hands,
the financial help, and the warm accommodation that Harbor of Hope church accorded
me. Harbor of Hope church adopted my Health and Wellness project as its very own.
Recruitment
Harbor of Hope church helped with the recruitment process by selecting an area
with high rise apartments in the city of Benton Harbor where church members posted
flyers for the Health and Wellness project. I posted flyers in selected public places such
as supermarkets, gas stations, laundromats, and shopping malls, to recruit participants for
the project. Flyers indicated the time, date, and location where the information session of
the project would take place. Flyers also specified the date when the project itself would
be launched, starting with biometrics testing. I also went house to house, knocking on
people’s doors, recruiting people to come to the information session of the project that
was launched a week before the start of the full project. I presented the flyers to people at
their homes, explaining that the project was a doctoral research study to determine the
effectiveness of a nine-week Health and Wellness Program, at Harbor of Hope church in
Benton Harbor. I explained to people, as I visited in their homes, that the purpose or goal
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of the project was to reduce elevated blood pressure, blood sugar, and weight among
Benton Harbor community members participating in the project. Those that agreed to
come to the information session of the project signed an agreement form that provided
their name, address, telephone number, and their email address so that we could contact
them and remind them of the dates when the project would start. The project was not
announced by radio, television, or newspapers as planned earlier on because of lack of
finances.
Information Session
The information session for the Health and Wellness project was held a week
before the project started and consisted of several elements. We explained to the
participants that the purpose of the project was to reduce elevated blood pressure, blood
sugar, and weight among participants. Likely benefits for the participants in the project
were also pointed out. These included acquiring knowledge regarding how simple, but
healthy diet, and exercise could change personal practices that led to sicknesses such as
hypertension, diabetes, and obesity. Participants were also told that a reduction of high
blood pressure, high blood sugar, and weight was expected if they followed what was
being imparted and demonstrated to them during the project.
We also expounded on the procedure to be followed during the full project. It was
pointed out that, registered nurses would screen participants at the beginning of the
project for the following items: (a) Blood sugar/glucose to determine their blood sugar
level, 70-99 mg/dl would be normal range; (b) Blood pressure to determine their blood
pressure level, and normal would be 120/80 and (c) Weight and height to calculate their
body mass index (BMI), to determine if they were overweight or obese. The participants
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were also asked to have an overnight fast that included no breakfast the day before
screening started.
We pointed out to the participants that the nine-week sessions consisted of the
following three components:
1. Participants attending cooking classes at Harbor of Hope church once every two
weeks on Wednesdays. Cooking classes would be followed by healthy meals.
Student dieticians would teach the cooking classes led by their professors from
Andrews University. Cooking sessions would run from 7:00 pm to 8:00 pm and
there would be a total of four cooking classes.
2. Participants meeting at Harbor of Hope church once a fortnight on Wednesdays
for health and wellness classes from 6:00 pm to 7:00 pm. Health and wellness
classes would take a total of five Wednesdays, alternating weekly with the
cooking classes.
3.

Participants would be meeting at Harbor of Hope church once every week on
Sundays from 9:00 am to 10:00 am for exercises. A student exercise instructor
would lead out in this program. Exercise classes would take a total of nine
Sundays.
We also pointed out to participants that exercise classes would be basic, requiring

no distinction based on age, because they would be moderate activities such as modified
sit-ups, push-ups, jumping-jacks, squats, jogging etc. All the participants would be able
to take part in all the exercise activities. We also pointed out that participants who were
in wheelchairs or were unable to do their exercises while standing, would modified
version of the exercises. Participants were told that their exercise instructor would
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encourage them to continue doing the same exercises on their own, a minimum of three
days every week at their homes. However, participants were cautioned not to over
exercise at home and to stop exercising if they felt any pain or fatigue during the course
of their exercise. It was also pointed out to participants that a basic exercise routine at
home that caused them to sweat would be sufficient.
We made it clear to the participants that the level of risk in the project would be
very minimal. Strenuous activities such as lifting, or harsh high-impact activities would
be avoided. Participants were given assurance that nurses involved in the project would
give special attention to individuals with high blood glucose levels who would register
above 130 mg/dl before meals, and those who would register as overweight or obese.
It was explained to them that data collected would be confidential. It would only
be available to the researcher, and the participants themselves. Participants would only be
allowed to see their own statistical information, and not the information of other
participants. This information would be kept in a file in a password protected computer
for at least three years, and each person would be given his/her own statistical
information.
At the end of the information session, participants signed consent forms that
stated that they had read its contents and had received verbal explanations to their
questions concerning participation in the project. The consent form also specified that the
participants’ questions concerning the study had been answered satisfactorily, and that
they could reach the researcher, Imasiku Mubita and/or the advisor, Dr. Noel Brathwaite
at the contact information given. The consent form further showed that participants could
also contact the Institutional Review Board at Andrews University. Additionally, the
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consent form indicated that the involvement of the participants in the project was
completely voluntary and that there would be no penalty or loss of benefits entitled to
them if they decided to cancel their participation in the study. Finally, it was also made
clear to the participants that that there would be no cost to them for participating in the
project.
Participants
Of the 73 people I contacted in the community, 35 agreed to participate in the
project. However, when the project started after the information phase, only 18 came to
the launching of the project. Out of these 18 people, 15 answered the questionnaire and
completed the biometrics. The other three did not participate in either the questionnaire or
the biometrics since they did not want to sign the consent forms at the end of the
information session. Of the 15 who completed the questionnaire and the first biometrics,
only eight or 53.3% completed the second biometrics.
Questionnaire
The questionnaire was distributed at the beginning of the project on January 2019;
and was divided into four main categories: demographics, dietary practices, mental and
physical health items. According to the demographics in Table 1, the majority (60%) of
the participants were females; 86.6% were black and 13.3% were white. This racial
distribution was expected since the city of Benton Harbor is over 85.7% black. No
Hispanics or other racial groups participated in the project. In terms of educational status,
all of the participants had completed high school; 26.6% completed two years of college;
6.6% completed college whereas 26.6% or a quarter of participants earned
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Table 1
Participant Demographics n=15
DEMOGRAPHICS
Gender
Race
Marital status

Education

Household
income

Religion

Male
Female
Black
White
Single
Married
Single (Previously
Married)
High School
2 years college
4 years college
Graduate
Doctorate
Less than $10K
$10K to $19,999
$20K to $29,999
$30K to $49, 999
$50K or more
Christian

N
6
9
13
2
3
9
3

%
40.0
60.0
86.6
13.3
20.0
60.0
20.0

6
4
1
3
1
1

40.0
26.6
6.6
20.0
6.6
6.6

2
5
0
7
15

13.3
33.3
0.0
46.6
100

graduate degrees. On the question of household annual income, 6.6% showed that they
earned less than $10,000; 13.3% earned between $10, 000 and $19, 999; 33.3% or onethird of participants earned between $20,000 and $29,999; and 46.6% stated that they
earned $50,000 or more annually. Finally, on the question of religion all participants
indicated that they were Christians.
On the question of age (See Table 2), 20.0% responded that they were between
the ages of 18 to 24 years; 13.3% were between the ages of 30 and 34 years and the same
percentage between ages 35 and 39 years. Only 6.6% were between ages 40 and 44 years;
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13.3% were between 50 and 54 years as well as between 55 and 59 years of age. Lastly,
20.0% were 60 years of age and over.

Table 2
Age of Participants n=15
AGE
GROUP
18-24
30-34
35-39
40-44
50-54
55-59
60+

N

%

3
2
2
1
2
2
3

20.0
13.3
13.3
6.6
13.3
13.3
20.0

On the question on whether participants were employed or not (Table 3), 60%
responded that they were, and 13.3% were not employed. Those retired were 13.3%,
while the same percent chose the section of “other.”
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Table 3
Employment Status n=15
Employment
Employed
Unemployed
Retired
Other

N
9
2
2
2

%
60.0
13.3
13.3
13.3

Under the dietary practices (Table 4) below, the first question was on how many
times our participants had breakfast in a week. Those who answered, once or not at all
were 26.6% of all participants. Those who answered two to three times in a week, were
13.3% of all participants. Those who answered daily were 33.3% of all participants. One
participant did not answer the question at all.
The next question tried to find out how many servings of fruits/vegetables the
participants consumed daily. Those that answered once or none at all were 26.6% of the
participants. Those that answered two to four servings were 53.3% of the participants.
Those who answered five servings were 13.3% of the participants. One participant did
not answer the question at all.
The next question tried to find out how many times participants consumed
processed foods like French fries, and fried chicken in a week. Those who answered one
to not at all, were 33.3% of all the participants. Those who answered two to three times in
a week were 40% of all participants. Those who answered four to six times in a week
were 6.6% of all participants. Those who answered daily were 6.6% of all participants.
Two participants did not answer the question at all.
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Table 4
Participants’ Dietary Practices n=15
DIETARY PRACTICES
Breakfast per week

Servings of fruits/vegetables daily

Consume processed foods per week

Consume sweetened beverages per
week

Drink water everyday

Vegetarian

Once or not at all
2-3 times
4-5 times
Daily
Missing
1 or none
2-4 Servings
5 servings
Missing
1 or not at all
2-3 times
4-6 times
Daily
Missing
1 or not at all

N
4
3
2
5
1
4
8
2
1
5
6
1
1
2
8

%
26.6
20.0
13.3
33.3
6.6
26.6
53.3
13.3
6.6
33.3
40.0
6.6
6.6
13.3
53.3

2-3 times
4-6 times
Daily
Missing
None
1-3 cups
4-6 cups
7-8 cups
9 or more
Missing
No
Yes
Missing

1
4
1
1
1
4
6
1
2
1
10
4
1

6.6
26.6
6.6
6.6
6.6
26.6
40.0
6.6
13.3
6.6
66.6
26.6
6.6

The next question endeavored to discover how often participants consumed
sweetened beverages per week. Those who answered once or not at all were 53.3% of all
the participants. Those who answered two to three times were 6.6% of the participants.
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Those who answered four to six times were 26.6% of the participants. Those who
answered daily were 6.6% of the participants. One participant did not answer the
question.
On the question of how much water participants drunk every day, 6.6% of the
participants indicated that they did not drink any water at all. This answer might have
been a recording error on the part of the participant, or the participant might have failed
to understand what the question was trying to ascertain, or to find out. Those who
answered one to three cups were 26.6% of the participants. Those who answered four to
six cups were 40% of the participants. Those who answered seven to eight cups were
6.6% of the participants. Those who answered nine or more were 13.3% of the
participants. One participant did not answer to the question.
On the question of whether the participants were vegetarians or not, 66.6%
registered that they were not vegetarians, and 26.6% registered that they were
vegetarians. One participant did not answer the question.
Under the mental health questions (Table 5), the first question attempted to find
out whether the participants cared about their health. On the first option 20% of the
participants answered that they cared about their health. On the second option 13.3% of
the participants registered that they agreed and 66.6% of the participants answered that
they strongly agreed. The next question attempted to find out if the participants were
satisfied with their weight. Those who answered that they were very dissatisfied were
33.3%. Those who answered dissatisfied were 46.6%, and 6.6% answered satisfied, while
6.6% answered very satisfied, 6.6% did not answer the question at all.
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The next question tried to find out if participants felt good about themselves in the
last 30 days. Those who gave the answer that sometimes they felt good about themselves
in the last 30 days were 20% of all participants. Those who answered that they felt good
most of the time were 46.6%, while 26.6% answered that they always felt good in the last
days, and 6.6% did not answer the question at all.

Table 5
Participants’ Mental Health n=15
MENTAL HEALTH
I care about my health

I am satisfied with my health

I feel good about self in the last 30
days

I feel depressed during the 30 days

Strongly
disagree
Agree
Strongly agree
Very
dissatisfied
Dissatisfied
Satisfied
Very satisfied
Missing
Sometimes
Most of the
times
Always
Missing
Never
Rarely
Sometimes
Most of the
time
Missing
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N
3

%
20.0

2
10
5

13.3
66.6
33.3

7
1
1
1
3

46.6
6.6
6.6
6.6
20.0

7

46.6

4
1
2
6
4
2

26.6
6.6
13.3
40.0
26.6
13.3

1

6.6

The last question under mental health tried to find out if participants felt
depressed during the last 30 days. Those who answered that they never felt depressed
most of the time in the last 30 days were 13.3%, and those who answered that they rarely
felt depressed in the last 30 days were 40% of the participants. Those who answered that
they sometimes felt depressed in the last 30 days were 26.6% of the participants. Those
who answered that they felt depressed during the last 30 days were 13.3% of all the
participants. Those who did not answer the question were 6.6% of all the participants.
The table above gives a summary of how the participants answered the questions under
the mental health section.
Under the physical health section, (Table 6), the first question tried to find out
how many times participants were screened for A1C in the past year. Those who
answered 0 times were 40% of the participants. Those who answered one time were also
40% of the participants. Those who answered three times were 6.6% of the participants.
Those who did not answer the question were 13.3% of the participants.
The second question asked participants how many times they screened for glucose
in the past year. Those who answered zero times were 53.3% of the participants. Those
who answered one time where 40% of the participants, and those who did not answer the
question at all were 6.6% of the participants.
The next question asked the participants if they had been told by the doctor that
they had diabetes. Those who answered no to the question, were 86.6% of the
participants, and those who answered yes to the question were 6.6% of the participants.
Those who did not answer the question at all were 6.6% of the participants.
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Table 6
Participants’ Physical Health n=15
PHYSICAL HEALTH
Screen for A1C in the past year

N
6
6
1
2
8
6
1

%
40.0
40.0
6.6
13.3
53.3
40.0
6.6

No
Yes
Missing
No
Yes
Missing
0 times
1 time
2 times
4 or more
times
Missing
No
Don't know
Yes
Missing
No exercise

13
1
1
13
1
1
4
6
1
3

86.6
6.6
6.6
86.6
6.6
6.6
26.6
40.0
6.6
20.0

1
5
1
8
1
4

6.6
33.3
6.6
53.3
6.6
26.6

1-2 times/week
3-4 times/week
5-6 times/week
Missing

7
2
1
1

46.6
13.3
6.6
6.6

0 times
1 time
3 times
Missing
0 times
1 time
Missing

Screen for glaucoma in the past year

Told by doctor you have pre-diabetes

Told by doctor you have diabetes

Screen for blood sugar in the past year

Family history of diabetes

Exercise/do physical activity 30
minutes/session
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The next question asked the participants if they had been screened for blood sugar
in the past year. Those that answered zero times were 26.6% of the participants. Those
that answered one time were 40% of the participants. Those that answered three or more
times were 20% of the participants, and those that did not answer the question were 6.6%.
The next question asked the participants if they had a family history of diabetes.
Those that answered no were 33.3% of the participants. Those that answered that they did
not know were 6.6% of the participants and those that answered yes were 53.3% of the
participants. Those that did not answer the question at all were 6.6% of the total
participants.
The last question under the physical health section asked participants how many
times they did at least 30 minutes of physical activity in a week. Those that answered that
they did not do any physical activities were 26.6% of the participants. Those that
answered that they did one to two times in a week were 46.6% of the participants. Those
that answered that they did three to four times in a week of physical exercises were
13.3% of the participants. Those that answered that they did five to six times of physical
activities in a week were 6.6% of the participants. Those that did not answer the question
at all were 6.6% of the participants.
On the question on whether the participants could depend on family or close
friends for support stood on its own, it did not fall under any section. The responses on
this question in (Table 7), showed that 13.3% of participants disagreed with the
statement, while 20% agreed with the statement, and 60% strongly agreed. One person
did not answer the question at all.
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Table 7
Participants’ Family and Friends Support n=15
I can depend on family/close friends for
support.
Disagree
Agree
Strongly agree
Missing

N

%

2
3
9
1

13.3
20.0
60.0
6.6

Project
The project itself was held at Harbor of Hope church. The church has a large
kitchen with all the equipment that our project needed for the cooking classes, and
cooking demonstrations; and also, a large multi-purpose room where the exercises were
conducted.
As was indicated in the information session, Andrews University professors from
the Public Health, Nutrition and Wellness Department taught the health classes, and
provided pamphlets on diabetes, hypertension and exercise, for participants to take home.
They also used video clips to illustrate their points. Whereas, nutrition students under the
leadership of their professors taught cooking classes.
During the first three cooking sessions, the cooking instructors gave
demonstration on how to prepare plant-based foods to help control diabetes, problems of
hypertension, and weight. Participants, together with Andrews University students/
cooking instructors, usually dined on the food at the end of every class session. In the last
cooking session, cooking instructors provided recipes and asked participants to cook as
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well. Students also gave plant-based recipes to participants to take to their homes and
prepare them following the procedures that were provided. Additionally, participants
were given freedom to make any changes they wanted to the cooking procedures without
adding any animal products to the food.
Exercise classes were conducted on Sundays for nine weeks at the same site as
other classes. They were taught by a student exercise coach from Andrews University.
Since she was the only one coming to lead out in the workouts for nine weeks, the church
gave her $20.00 every Sunday to pay for gas for her car. There were two participants who
could not stand for a long time. The exercise coach modified the exercises so that these
participants could do their exercises while they sat in their chairs. The exercise coach also
printed exercise procedures together with diagrams illustrating how to do the exercises,
and gave them to the participants with the instructions to do them a minimum of three
days every week in their homes. Participants were also advised not to over exercise at
home, and to stop working out if they felt any pain or exhaustion during the course of
their exercise. It was also pointed out to participants that a simple exercise routine at
home that caused them to sweat was satisfactory. The project took nine weeks, which
Andrews University could accommodate in the student’s schedule, instead of the ten
weeks as previously planned.
Biometric Results
The biometrics were done at the beginning and the end of the project only. The
nursing students’ tight school schedule could not allow biometric testing to be done three
times during the project.
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As indicated in the review section of this dissertation, intervention in this project
focused on lack of healthy food intake and inactivity, the two major lifestyle risk factors.

Table 8
Participants’ Biometrics n=8
Participant
00001
00002
00003
00004
00005
00006
00007
00008

Weight Weight
I
II
176.4
178.8
215.6
216
123.2
123
212.8
215
278
284.2
172.2
284.4
177
184
307.2
307

BMI
I
29.3
29.1
20.4
35.3
46.3
45.3
29.5
42.9

BMI II
29.3
29.3
22.5
32.6
51.1
53
30.7
42.9

Glucose Glucose B.P. I
I
II
97
97 118/78
90
86 120/78
74
77 118/62
89
90 135/90
88
86 135/88
106
99 172/94
125
122 166/104
92
103 134/92

B.P. II
115/80
138/94
118/58

134/78
130/80
142/82
188/100
124/72

The focus was directed on these two major lifestyle risk factors in order to reduce
elevated blood sugar, blood pressure, and weight among the participants. Biometrics
testing, therefore, focused on these three major components. Biometric testing was done
at the beginning of the project and at the end of the project to determine if the blood
sugar, blood pressure levels, and the weight levels of the participants had been lowered
through the use of plant-based diet and physical exercises. We also included body mass
index to determine if participants were obese or not.
Ass seen in Table 8, 25.0 % of the participants who completed their first and
second biometrics after the nine weeks reduced their weight; 12.5% decreased their body
mass index; 12.5% lowered their blood sugar; and 62.5% lowered their blood pressure.
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CHAPTER 6

EVALUATION, LEARNINGS, AND CONCLUSION
Introduction
The purpose of this chapter is to discuss the method used to evaluate the process
and outcome of the health and wellness program in Benton Harbor community through
Harbor of Hope church. The chapter will also examine the results from the evaluation
method in order to supply solutions, and guidance for future execution of this venture.
Then, I will present the conclusion of the paper. Next, I will present the envisioned
results of the project together with lessons learned from this venture. I will also discuss
the recommendations that I have made for Harbor of Hope church. Reflections on my
transformation as a pastor to my ministry, as a result of this project, and my Doctor of
Ministry classes, will come at the end of this paper.
Evaluation Method
Two types of evaluation methods were used. The first one was the questionnaire.
The questionnaire was designed to determine the characteristics of the participants, their
dietary practices, and their mental and physical health status, as well as to increase the
project’s capacity to understand the participants’ health conditions. The original
questionnaire was only conducted at the beginning of the project.
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The second evaluation method was the biometric testing. Biometric testing was
conducted to provide data on blood sugar, blood pressure, and weight. Biometric testing
was also conducted at the end of the project to see the health effects of the nine-week
program of physical exercises and the plant-based diet.
Evaluation Results and Learnings
Questionnaire
Fifteen (15) people completed the questionnaire at the beginning of the project.
None of these 15 participants were minors; and hence we did not have to deal with legal
guardians. All of the participants volunteered and signed the letter of consent. The
majority of the participants (86.7% or 13/15) were black and this was expected. World
Population Review (2019), showed that the city of Benton Harbor is 85.7% black. More
than half (60%) of these 15 participants were women. Furthermore, the participants
verbalized that they decided to participate in the project because they wanted to learn
how to prepare plant-based foods.
The responses to the questionnaire also show that all 15 participants who
completed the questionnaire graduated from high school. When given the reading
material during the information session they indicated that they did not need any help to
go through the material. These participants also understood the objectives of the project
very well since when they were asked to reiterate the objectives of the project to the
researcher at the end of information session, and they did so without any problems.
The answers to the questionnaire also showed that 60% of these 15 participants
were married. This was encouraging since generally it is believed that people who are
married get encouragement and support from their spouses. Additionally, 86.7% or 13/15
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participants indicated in the questionnaire that they agreed with the statement that they
could depend on family or close friends for support in their efforts to improve their
health.
Almost 50% of the participants indicated that they earned $50,000 or more
annually. The participants also indicated during the information session that they had
their own transportation, and that they did not need any help to drive to super-markets or
to Harbor of Hope church for the project.
The answers to the questionnaire also indicated that 80% of the participants cared
about their health, and 26% of them were already on a plant-based diet. Only one (6.7%)
participant indicated that she had been told by the doctor that she had diabetes.
Additionally, 47% of the participants indicated that they had been screened for A1C in
the past year. Thus, they knew if their glucose reading was high or not.
About 40% of the participants answered that they sometimes got depressed. This
was not unexpected since about 50% of the participants answered that they drank
sweetened beverages. Salynn Boyles (2013) shows that people who drank sweetened
beverages such as diet soda, fruit punch, and sweetened iced tea, had a higher risk of
depression.
Lastly, all of the participants indicated that they were Christians. This information
was reassuring because I used the Bible to encourage participants to eat healthy foods and
to assist them to see the connection between their physical bodies and their spiritual lives.
Biometrics
Only eight participants of the 15 did the final biometric session. The first
biometrics testing was held the second Sunday, a week after the information and the
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questionnaire sessions at the beginning of the project. The last biometrics testing was
held on the last Sunday, at the close of the project. These eight participants completed
both the first, and the second biometric testing.
After nine weeks of physical exercise, and having a plant based-diet, the second
biometric reading taken after fasting, showed that the blood sugar level of 50% of these
eight participants who completed the first and the second biometric testing had dropped
by an average of 4 points lower than the original average. Sixty- two percent (62%) of
these eight participants whose average systolic blood pressure was above 130 before the
project started, also had an average drop of 9.8 points at the end of the project. However,
the weight of 75% of these eight participants went up by an average 5.2 pounds. At the
same time the body mass index of 62.5% of these participants went up by an average of
3.22 points. This situation where some participants gained in weight and body mass index
but their glucose and blood pressure went down could be attributed to the fact that 87.6%
of these participants were not diabetic. Dlife.com (2017), indicates that if one’s glucose
levels are controlled, it is possible to gain weight without spiking sugar levels. This can
be possible if, during a typical day a person eats three meals, increases calorie intake by
eating snacks and smalls meals; by also eating many servings of healthy fats, and eating
from a variety of food groups that have a mix of protein, fat, and carbohydrates. At the
same time 87.5% of these eight participants also indicated during questionnaire session
that they were not diabetic, and that they were eating three meals a day, they were
concerned about their health, and were watching what they were eating. Therefore, their
bodies may have effectively used the glucose but still added more weight due to the foods
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they were eating. Only one participant indicated that the doctor had told her that she was
diabetic.
Second, another possible answer to the situation could be the fact that the
participants might have gained muscle mass as the result of compound exercises, they
were doing, that worked several muscles at the same time. Sheldon (2018), explains that
the volume of muscle is denser than the volume of fat, and therefore heavier. Thus, by
building more dense muscle mass, and decreasing your body fat, your scale weight may
increase.
Last, the eight participants may have also been on a diet where they were eating
less refined carbs, but may be other calorie dense-foods they were eating may have
replaced the carbs in their bodies. Steinhilber (2017), explains that foods such as
vegetables, nuts, and fruits, have naturally occurring carbs, eating them in large amounts
may cause one to gain weight even though they are eating less pasta or bread.
Conclusion
Overall, the project’s goal to lower blood sugar, blood pressure, and weight, was
achieved. As indicated above, the blood sugar and blood pressure of 50% of the eight
participant’s decrease by an average of 4 points lower than the previous reading after
fasting, in the second biometric reading. A good number of participants had a slight
increase in their body weight after the second biometric reading because of factors that I
did not explore, and could not control in this project. Nonetheless, biometrics results still
showed that after nine weeks of exercise and change of diet, some participants were able
to bring down their blood sugar, and blood pressure. The project was effective with the
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eight participants who participated in both biometric tests; however, the sample was too
small to generalize beyond my findings.
The results of the project also demonstrate the fact that when doing ministry, we
do not have to start with our theology or doctrines. We can start our outreach programs
by meeting the needs of the people in the community first. When we meet the needs of
the people, we are preparing the hearts of people to accept the Word of God. White
(1990), when commenting on Colossians 4:14, where the apostle Paul calls the evangelist
Luke as our beloved physician, says that Luke’s work as a physician opened for the
gospel message among the heathens. White continues and says that in the work of the
gospel, teaching and healing are never to be separated.
A Decision for Christ
In this project, therefore, meeting the physical needs of the people led to the
envisioned result in the project where a participant gave her life to the Lord. What was
also remarkable in the project was the fact that out of the eight participants who
completed both biometrics at the start, and at the end of the project, at least one
participant felt she also needed her spiritual needs gratified. This point demonstrates the
power of healing ministry, and its impact at influencing people to accept the gospel
message. Loss of good health in people usually creates grieving experiences in people’s
lives, and it opens their hearts to the spiritual elements of their soul. Straus (2015) shows
that many Americans rely on prayer and spirituality for the benefit of health. Thus,
ministry of healing has a powerful effect at helping people to make a decision for Christ.
We can, therefore, conclude that health ministry is equally important, in pastoral
ministry, as preaching the Word of God, and that they go hand in hand.
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The problem today with holistic ministry, as explained in chapter 2 of this
dissertation, is the fact that the soul and our physical bodies have been separated. We are
following Descartes’s dualistic philosophy that the body and the mind and the spirit do
not influence each other. Ryle (1949) shows that Descartes’s philosophy during the 17th
century led to the separation of medical science from the realities of spiritualities. My
observation is that today, even in our churches, the healing part of ministry has been
surrendered to institutions like clinics and hospitals. On the contrary, however, we see
that Jesus Christ came to heal both the physical body and the spiritual realms of
humanity. Jesus’ ministry of healing was a sign of God’s power to dethrone the powers of
evil. In the same manner, teaching people to follow a healthy life style by eating plantbased foods and engaging in physical exercise, is deposing the destructive power of
darkness in people’s minds that are not enlightened with healthful style of living. In Luke
13:16 when Jesus healed the crippled woman, Jesus said the crippled woman was bound
by Satan and that Jesus wanted to set her free. If we follow the same reasoning, salvation
also is healing and reestablishing the whole body. Thus, in much the same way, helping
people overcome or control their diabetes or hypertension is part of salvation.
The church should also be willing to spend money to use for incentives, to
encourage people in the community to participate in health and wellness projects. In a
city like Benton Harbor where a large number of the community members are jobless or
they only have low paying jobs, people need immediate incentives such as money or food
to capture their interest in order for them to participate in a project that takes up the time
they could use to source employment or sustenance. As I was advertising and visiting
people’s homes in Benton Harbor, I noticed that people liked the whole idea of a health
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and wellness project in their community, but since there were no incentives to satisfy
people’s immediate needs, many people who indicated that they would come to the
information session when I visited their homes did not show up.
The good news is the fact that Harbor of Hope church started an on-going project
of health cooking. The church’s project started at the beginning of April, soon after the
end my project. It was planned in this way so that there would be a continuation of health
cooking lessons for the community of Benton Harbor. The members of Harbor of Hope
church who are food scientists, together with nurses, and nutritionists in the church are
running the program. They meet once a month, the first Sunday of every month. They
invite Benton Harbor community members who are willing to come to these healthy
cooking sessions where they teach people how to prepare plant-based meals. Again, this
is how we meet the needs of the people, by empowering them, showing them the light or
the knowledge on how to overcome whatever is challenging them whether it be health,
spiritual, or emotional challenges. Once more, White (1990) shows that when people’s
physical needs are met, they become willing and open-up to discussing the Word of God.
I strongly believe that if our local churches embraced evangelism as Jesus Christ
had intended it to be, preaching and healing the sick at the same time, the church would
be very effective at taking the Word of God to places and to people that we can never
reach by merely preaching the Word of God.
Envisioned Results
The project was not intended to discuss church doctrines. The vision, however,
was to introduce people to Christ and our Adventist beliefs, through the health and
wellness project. The project’s vision was met because one of the participants who was
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very much impressed with the whole project, decided that she was going to be a
vegetarian, because every time she ate vegetarian meals, she felt better than when she ate
meat. However, what impressed her the most was the fact that, the nurses, the dietitians
and I, worshiped on Saturday. She asked why we worshipped on Saturday. To answer her
question, one of the nurses I, and held a Bible study with her on the ten commandments
of God and the Sabbath. The lady decided to join the Seventh-day Adventist church, and
she was baptized. Now she attends Harbor of Hope church.
Her family members told her that she was going to be very lonely, leaving her
Baptist church and joining the Seventh-day Adventist church. However, within Harbor of
Hope church, she found a new family, who have embraced her as their own. The other
good news was that sometimes her grandchildren and other relatives accompany her to
church. Her mother, who was very upset by the fact that she had joined the Seventh-day
Adventist church, also visits Harbor of Hope church.
This was a very good example of what happens when we follow the Jesus Christ
style of ministry. Jesus preached and healed the multitudes. Those that accepted his
message went home and invited their family members to come and meet Jesus for
themselves, as it was in the case of the woman at the well. Some people who met Jesus
went home as changed people. The change in them caused their friends and family
members to accept the gospel message of Christ, as it was in the case of the mad men in
the region of the Gadarenes. So, it was in our project. We introduced the health program
to community members, and the lady that accepted our health message felt her spiritual
need, and she ended up responding positively.
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Lessons Learned
A few lessons were learned. It only occurred to me at the end of the project that I
should have also given a second questionnaire to participants at the end of the project to
determine and document if there had been a change of behavior in the participants’ eating
and exercise habits as a result of their participation in the project. The participants
themselves, however, verbalized the fact that they exercised, they watched the food
portions they ate, and that they followed a plant-based diet. Nonetheless, a lesson learned
for the next project of this kind is the fact that a second questionnaire is needed at the end
of the project, in order to document behavior-change among the participants.
It would have also been helpful if the project had run for three months and tested
participants for AC1 levels because this test gives an average value of glucose over the
past three months. This would have helped us to know how the participants were
controlling their blood sugar. The nursing staff, however, could not run the project for
three months because of their tight and busy schedule at Andrews University.
Another observation I made during the project was the fact that the activities we
were carrying out in the community were living sermons --without using the Bible. The
health classes, the cooking classes, and the exercises showed the participants that we
cared for their well-being. The participants saw the importance of the activities we
introduced to them, and they also saw that we were genuine in what we were doing. We
were helping them without expecting anything in return. It seemed to me that the
participants were so impressed by the kind of approach we were following, that our
religious affiliation no longer bothered them. At the beginning of the project, participants
knew that we belonged to the Seventh-day Adventist church, and they were very cautious
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about accepting the health pamphlets we were giving them. However, as the project
progressed, and the participants realized that we were helping them without expecting
them to become members of our church, some of them became curious and wanted to
know more about our beliefs. This is how one of the participants ended up joining Harbor
of Hope church. Our health message was a sermon on its own because the principles of
our health message are biblical.
Another lesson learned was the fact that conducting a health and wellness project
for the community also helps to function as inward evangelism for the church. The
church as a whole is called to obedience to the Word of God. Our health message is
meant for church members as well as the world at large. However, many of our church
members today are still very ignorant of the dangers of eating animal products. They do
not understand the advantages of a plant-based diet to our bodies. When we asked the
question at Harbor of Hope church to see the hands of people who were having a plantbased diet in their homes, only about a quarter of the church members raised their hands
that they were following a plant-based diet in their homes. A health wellness project
therefore, was a great opportunity to introduce the church’s health message to many of
our church members who were not exposed to it. At the same time the church is not
immune to the lifestyle and health problems that are plaguing the city of Benton Harbor.
Many of the church members in Harbor of Hope church live in the city of Benton Harbor
which is a food desert. It was therefore important to introduce the same health lessons to
all the church members. I am glad that Harbor of Hope church continued with the
program of plant-based cooking classes in the church after my project came to a close.
The cooking program going on at Harbor of Hope church now is for church members, but
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it is open to community members who are willing to come and participate. They meet
once every month, but they plan to increase their meetings in the future when the number
of participants increases.
One more lesson learned was the fact that running two health programs at the
same time was counter-productive. Running both the bingo health games and my health
and wellness project did not produce good results. The idea to introduce participants from
the health bingo games to the health and wellness program for health classes, cooking
lessons, and physical exercises was a very good idea. However, the participants in the
bingo health games did not feel the need to go to another health program when they were
engaged in a health program already. As a result, we ended up with just a few participants
in the health and wellness project. It might have worked better if the health bingo games
were used as a prelude to the health and wellness program. In this way, participants from
the health bingo games would have just graduated into the health and wellness program
when their bingo health games came to an end.
Lastly, it was very clear to me at the end of the project that preaching the Word of
God does not always have to start with bible teaching. Meeting the physical needs of the
people first, also opens the door to preaching the Word of God. This is Jesus Christ’s
approach to ministry.
Recommendations
This project focused on reducing diabetes, hypertension, and obesity in the
residents of the city of Benton Harbor which was very limited in scope considering the
many challenges that the city faces. In chapter 1 of this dissertation we learned that
Benton Harbor city was a food desert, and this situation leads to lifestyle diseases such as
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diabetes, hypertension and obesity. Chambers (2019) reports that 1,800 students in the
Benton Harbor school district are 92% black and 81% of them are economically
disadvantaged. This dire situation for the city creates an opportunity for Harbor of Hope
church to be more radical in its plans and vision to implement an on-going health and
wellness program. After experiencing an encouraging response where a participant made
a choice to embrace plant-based diet and decided to join the Seventh-day Adventist
church from my short nine-week project in the city, I recommend that Harbor of Hope
church use the following proposal in order to have a greater impact in the community of
Benton Harbor.
A Church Wellness Center
The church should open a wellness center that provides:
1. Affordable health care to the city’s working uninsured
2. Education classes on health and wellness
3. Cooking classes based on plant-diet
4. A gym that includes a basketball court
5. An agricultural focus -- start a community garden in order to tackle food
desert issues that seem to plague the city
6. A social worker who will help the church to tackle some of the social
problems in the community such as early pregnancies, drugs, and
alcoholism
7. Remedial classes for students
In this way, Harbor of Hope church would end-up with a holistic health wellness
center. The church could collaborate with other churches, agencies, and government

95

entities to tackle the social problems of the city. The church could collaborate with other
churches, agencies, and government entities to tackle the social problems of the city.
These goals are attainable at Harbor of Hope church because it is connected to Andrews
University through Pioneer Memorial church. Andrews University could provide the
human resources needed to carry-out these programs.
My Transformation as a Ministry Professional
The implementation of this project and its outcomes made it clear to me, as a
ministry professional, that meeting the health needs of the people, and preaching the
Word of God, go together to allow us to reach the so-called unreachable people in our
communities. Most people, as I knocked door to door in the community of Benton Harbor
inviting them to come and participate in the project, only opened their doors for me when
I introduced myself as a student researcher, offering free health services in the
community. People opened their doors because they wanted to know more about the free
health services I was offering. It did not matter whether the people were rich, poor,
educated or uneducated, when I mentioned free health services, they opened their doors
for me, and were ready to listen to me. Why did they open their doors? It was because I
was promising to take care of their most vital need, their health. When dealing with
people’s health, we are dealing with life itself, that is why people paid attention when I
talked to them. No wonder Jesus Christ included both healing and preaching in His
ministry. The Master Teacher knew that one way He was going to win people’s hearts
and their confidence was by taking care of their health needs.
Today, as we have already seen in chapter two of this dissertation, congregations
have abandoned healing and healthcare to medical establishments. It is not wrong or bad
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to go to these institutions for help but my argument is that local churches have left their
first calling, going in highways and byways healing and preaching the Word of God as
Jesus commanded. Local churches must also get involved in the healing ministry as it
was in the days of Jesus Christ, if we are to become relevant in our communities, and
reach people that we cannot reach by merely preaching the word from the Bible. There
are a lot of people whose hearts are closed to any kind of religion, but when their health
needs are met their hearts open up to the Word of God. This fact was proven in that when
I knocked on peoples’ doors and talked about religion a good number of people told me
that they were not interested in any kind of religion, but when I explained further, and
said that the project was about their health they changed their minds and allowed me in
their homes. After talking to the people in their homes for a while about their health, they
even opened up and discussed religion with me. This project therefore has taught me
once again that in order to introduce people to Christ we do not have to start by
presenting our theology to them first, but we can start by looking at their physical and
health needs and find ways to help them in every way we deem possible. It is clear that
Jesus came to seek and save the lost. It is also clear that a miracle of healing was of no
use to someone if they rejected the gospel. However, helping the needy through healing,
and meeting their needs, played a vital role in the ministry of Jesus Christ. Helping the
needy opened people’s hearts to His Word. When John the Baptist started doubting the
divinity of Jesus, he sent his disciples to find out from Jesus if he was the promised
Messiah. Jesus did not debate or preach to the disciples of John, but He healed the sick,
opened people’s eyes, He commanded the lame to walk, and that was enough to make
John the Baptist, and his disciples believe that Jesus was indeed the Messiah. In the same
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manner, our goal as ministers of the gospel is to preach the Word of God, yet we cannot
minimize the importance of helping the needy, and attending to people’s health, because
it is one way of opening their hearts to the Word of God.
My experience in this project therefore, has completely changed the focus of my
ministry. Ministry to me before I started my doctoral studies was preaching, holding
Bible studies, inviting friends to church, visitations to both church members and friends
who were not church members, distributing spiritual literature in communities, and
revival meetings. Meeting the physical and health needs of the people in the community
was not on the itinerary of things to do in my ministry. As a result, I often discovered that
many people in the communities that I pastored, saw Adventist persons as strange people
who isolated themselves from other people in the community and worshiped on Saturday
instead of Sunday. Many people concluded that our church only wanted them to accept
our message but we were not really interested in them as people because we did not
participate in non-religious activities that were going on in the community. We were not
interested in finding out the needs of the people in the community. In other words, we
were a self-righteous church that stood aloof and did not want to mingle with sinners. As
expected, I was not the only Adventist pastor in our area who faced this kind of problem
where our Adventist churches were viewed by local people as strange, holier-than-thou,
and not relevant to the communities. They were right because it just so happens that none
of my fellow pastors, just like me, ever considered meeting the physical and the health
needs of the people in the communities where our local churches were located. Our
fundamental goal in ministry was preaching the Word of God. I have now come to
understand that our theology was lop-sided. We accepted Jesus Christ’s command to go
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and preach the Word, but we put aside the other part of Jesus’ command, being our
brother’s neighbor, taking care of people’s well-being, healing the sick. When we met at
district councils, the focus was on revival, and evangelistic meetings that were needed to
be held during the year. There were no goals on how to meet people’s physical and health
needs in the communities where our churches were located. We preached that Jesus
commanded us to go and preach the gospel, heal the sick, help the poor, and take care of
the orphans, but we did not practice what we preached. There was lack of ‘faith in action’
among the ministers. We did not put into action what we believed.
While doing ministry at home, I also found many people on the street who told me
that they were never going to enter a church building because preachers talked about love
but did not show that love. They said church pastors were usually well dressed and
preached about love on radios and televisions and churches, but that the love these pastors
preached was not reflected from their churches into the local communities. They did not
see faith in action in the pastors. As for me, now faith in action will be responding to
peoples’ needs in the community, the pastor working together with his or her church
members, making surveys, finding out the needs of the people in that community, and
finding ways of taking care of those needs with love. I believe when a pastor adopts this
kind of approach to his or her ministry, people will notice and they will say he cares and
practices what he preaches.
During my urban ministry classes, I learned that there were different approaches
that churches could follow in order to take care of people’s needs in communities. Some
pastors take care of peoples’ needs without mentioning the Word of God. Some pastors
take care of people’s needs and preach the Word of God at the same time. I have learned
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that the best approach is to be practical and to be realistic when doing ministry in our
communities. We can provide help to others without preaching biblical sermons. There
will be times when it is necessary to incorporate the Bible within our work especially
when requested to do so by those we are helping. Nonetheless, helping people without
expecting anything in return and allowing the Holy Spirit to do His work of convicting
peoples’ hearts and changing lives, will be the main approach I will be following in my
ministry.
I am now convinced that taking care of the physical and health needs of people in
our communities, brings lasting happiness and spiritual growth into individual church
members involved in the work of helping others, and to the church as a whole. This fact
is clearly exemplified in the bible in Luke chapter 10 where Jesus sent 72 disciples in the
community to heal and preach the gospel. When they came back, they were all rejoicing,
saying that even the demons listened to them when they cast them out, and their faith was
increased. The happiness of the people they healed, bounced back to the disciples. In the
same manner when a church is busy working in the community, healing and taking care
of the people’s needs, that happiness they create by the grace of God in the people’s
hearts bounces back to them.
My experience in my ministry has taught me that when churches are busy
working helping in the community, and preaching the gospel, they became happy
churches. However, if the churches are dormant, and are not involved in out-reach
programs, such churches end up with a lot of infighting among church members over
trivial things in the church. These are the kinds of churches that end up closing after a
period of time, because they have lost their mission. They care more about what is going
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on in the church than going out in the mission field to do the Lord’s work.
My observation is that dormant churches dislike the world and they want to be far
away from the world, they do not want to get involved in the activities that are going on
in the communities because for them these communities are full of vice. I agree that we
must hate the sin that is going on in the world, but we must also know that Jesus gave his
life for the world. In 1 John 17:14-16 Jesus prayed that we should not be taken out of the
world but that we are protected from the evil one. In other words, we are not of this world
but we must go in the world and take the gospel of Christ to the lost.
Finally, a healthy church for me then, is a serving church, living the gospel of
Jesus. A church that seeks to be relevant in the community where it is located without
compromising biblical truth. A church that is highly intentional in its outreach programs
and exists not just to preserve the past, but also to embrace the future, welcoming new
challenges and learning from different sources on how the church can be of help in the
community where it exists. A church that takes its mission seriously, depending on the
grace of God to carry out the goals that it sets up for itself. This is the kind of church I
intend my church to be.
This project, together with my doctoral classes, have opened my eyes and given
me a new approach to ministry. Meeting the physical and health needs of the people as
part of Jesus’ mandate to the church to go and preach His word to all the world. Our
message, therefore, should be both of spiritual life and physical restoration.
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APPENDIX A
Andrews University
Seventh-day Adventist Theological Seminary
Informed Consent Form, For Adults
I am conducting a research study as part of my health and wellness project, in partial
fulfillment for my Doctor of Ministry in Urban Ministries at Andrews University, Berrien
Springs, Michigan. Your participation in this study is greatly a appreciated.
Project Title: Determining the effectiveness of a Health and Wellness Program in Harbor
of Hope church, Benton Harbor, Michigan.
Purpose of Project: The purpose of this project is to reduce elevated blood pressure,
blood sugar, and overweight among Benton Harbor community members attending diet
and exercise classes in a ten-week health and wellness program at Harbor of Hope
church.
Benefits: Possible benefits of the project include gaining knowledge regarding how
simple, but healthy diet, and exercise, can change personal and community practices that
lead to sicknesses such as hypertension, diabetes, and obesity. A reduction of high blood
pressure, high blood sugar and weight is anticipated among participants as a result of
participating in the project. At the end of the project, all the participants will be given Tshirts printed, “Participated in a Health and Wellness program.” Certificates of
participation and lifestyle changes will also be awarded to eligible individuals who
participate up to the end of the project.
Procedure: At the beginning of the project, registered nurses will screen participants for
the following items: (a) Blood sugar/glucose to determine their blood sugar level, 70-99
mg/dl will be normal range; (b) Blood pressure to determine their blood pressure level,
and normal will be 120/80 and (c) Weight and height to calculate their body mass index
(BMI), to determine if they are overweight or obese. The day before screening starts,
participants will be asked to have an overnight fast that includes no breakfast. After
screening the nurse will discuss each participant’s results and invite them to register for
ten-week class sessions on health and wellness at Harbor of Hope church. Those with
elevated levels will be referred to their doctors, and professional services that are
available to the community.
These sessions will consist of the following three components: (a) Participants
will attend meetings at Harbor of Hope church once every two weeks on Wednesdays for
cooking classes followed by healthy meals. A Registered Dietician will lead out in the
cooking classes. Each session will last for two hours, from 6pm to 8pm. Cooking classes
will take a total of 5 Wednesdays. (b) Participants will be meeting at the same site once
every two weeks on Wednesdays for one hour, for health and wellness classes from 6pm
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to 7pm. Health and wellness classes will take a total of 5 Wednesdays, alternating weekly
with the cooking classes. (c) Participants will be meeting at the same site once every
week on Sundays for one hour for exercises, from 10am to 11am. A licensed exercise
instructor will lead out in the exercise program. Exercise classes will take a total of nine
Sundays. Exercise classes will be basic requiring no distinction based on age. Exercises
will include moderate activities such as sit-ups, push-ups, jumping-jacks, squats, jogging
etc. All the participants will take part in all the exercise activities. Participants will also
be encouraged to continue doing the same exercises on their own a minimum of three
days every week. However, participants will be cautioned not to over exercise at home,
and to stop exercising should they feel any pain or fatigue during the course of their
exercise. It will also be pointed out to participants that a basic exercise routine at home
that causes them to sweat will be sufficient.
The role of the investigator will be: (a) Monitoring the recruitment of subjects,
and their registration to ensure that the right protocol steps are followed; (b) Monitoring
sessions to see that they are being held according to the plan, and; (c) Keeping a record of
all the post-screening health results and progress of the participants in the project. At the
end of the project, all the participants will be given T-shirts printed, “Participated in a
Health and Wellness program.” In addition, certificates of participation and lifestyle
changes will be awarded to eligible individuals.
Risks: The level of risk in this project will be very minimal. The cooking, and health and
wellness classes, do not involve any physical exercise. Exercise classes will be basic
requiring no distinction based on age. Exercises will involve moderate intensity activities
such as sit-ups, push-ups, jumping jacks, squats, jogging etc. Strenuous activities such as
lifting, or harsh high-impact activities will be avoided. Nurses involved in the project will
give special attention to individuals with high blood glucose levels who registered above
130 mg/dl before meals, and those who may be overweight or obese. Their blood glucose
level and weight will be measured twice after pre-test: at week five and again at week
ten. In the unlikely event of injury resulting from this project, assistance will be provided
to participants by the team of nurses, dieticians, and exercise couches in obtaining
emergency treatment and professional services that are available to the community,
generally at nearby facilities.
Confidentiality: Data collected will be confidential. It will only be available to the
researcher, the nurses collecting data, the gym teacher leading in the exercise program,
and the participants themselves. Participants will only be allowed to see their own
statistical information, and not the information of other participants. However, guardians
will be allowed to see data of their minors if interested. This information will be kept in a
file in a password protected computer for at least three years. Each participant will be
given their own statistical information.
Contact: I have read the contents of this consent and received verbal explanations to
questions I had concerning my participation in the project. My questions concerning this
study have been answered satisfactorily. I am also aware that I can contact the researcher
Imasiku Mubita or the advisor Dr. Noel Brathwaite. I can also contact the Institutional
Review Board at Andrews University at (269) 471-6361, or irb@andrews.edu
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Voluntary Participation: I have been informed that my participation in this study is
completely voluntary. I am aware that there will be no penalty or loss of benefits I'm
entitled to if I decide to cancel my participation in this study. And that there will be no
cost to me for participating in this study.
I hereby now give my voluntary consent to participate in this study.
Participant:_________________________

Date: ________________

Researcher: _________________________

Date:_________________
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APPENDIX B
Andrews University
Seventh-day Adventist Theological Seminary
Informed Consent Form, For Guardian
I am conducting a research study as part of my health and wellness project, in partial
fulfillment for my doctor of ministry in urban ministries at Andrews University, Berrien
Springs, Michigan. Your participation in this study is greatly appreciated.
Project Title: Determining the effectiveness of a Ten-Week Health and Wellness
Program in Harbor of Hope church, Benton Harbor, Michigan.
Purpose of Project: The purpose of this project is to reduce elevated blood pressure,
blood sugar, and weight among Benton Harbor community members attending classes,
and exercises in a ten-week health and wellness program at Harbor of Hope church.
Duration of Participation in the Project: I understand that I will be required to
participate in a health and wellness project to reduce elevated blood pressure, blood
sugar, and weight and it will take ten weeks to complete.
Benefits: Possible benefits of the project include gaining knowledge regarding how
simple, but healthy diet, and exercise, can change personal and community practices that
lead to sicknesses such as hypertension, diabetes, and obesity. A reduction of high blood
pressure, high blood sugar and weight is anticipated among participants as a result of
participating in the project. At the end of the project, all the participants will be given Tshirts printed, “Participated in a Health and Wellness program.” Certificates of
participation and lifestyle changes will also be awarded to eligible individuals who
participate up to the end of the project.
Procedure: At the beginning of the project, registered nurses will screen participants for
the following items: (a) Blood sugar/glucose to determine their blood sugar level, 70-99
mg/dl will be normal range; (b) Blood pressure to determine their blood pressure level,
and normal will be 120/80 and (c) Weight and height to calculate their body mass index
(BMI), to determine if they are overweight or obese. The day before screening starts,
participants will be asked to have an overnight fast that includes no breakfast. After
screening the nurse will discuss each participant’s results and invite them to register for
ten-week class sessions on health and wellness at Harbor of Hope church. Those with
elevated levels will be referred to their doctors, and professional services that are
available to the community.
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These ten-week sessions will consist of the following three components: (a)
Participants will attend meetings at Harbor of Hope church once every two weeks on
Wednesdays for cooking classes followed by healthy meals. A Registered Dietician will
lead out in the cooking classes. Each session will last for two hours, from 6pm to 8pm.
Cooking classes will take a total of 5 Wednesdays. (b) Participants will be meeting at the
same site once every two weeks on Wednesdays for one hour, for health and wellness
classes from 6pm to 7pm. Health and wellness classes will take a total of 5 Wednesdays,
alternating weekly with the cooking classes. (c) Participants will be meeting at the same
site once every week on Sundays for one hour for exercises, from 10am to 11am. A
licensed exercise instructor will lead out in the exercise program. Exercise classes will
take a total of nine Sundays. Exercises will include moderate activities such as sit-ups,
push-ups, jumping-jacks, squats, jogging etc. All the participants will take part in all the
exercise activities. Participants will also be encouraged to continue doing the same
exercises on their own a minimum of three days every week. However, participants will
be cautioned not to over exercise at home, and to stop exercising should they feel any
pain or fatigue during the course of their exercise. It will also be pointed out to
participants that a basic exercise routine at home that causes them to sweat will be
sufficient.
The role of the investigator will be: (a) Monitoring the recruitment of subjects,
and their registration to ensure that the right protocol steps are followed; (b) Monitoring
sessions to see that they are being held according to the plan, and; (c) Keeping a record of
all the post-screening health results and progress of the participants in the project. At the
end of the ten-week project, all the participants will be given T-shirts printed,
“Participated in a ten-week Health and Wellness program.” In addition, certificates of
participation and lifestyle changes will be awarded to eligible individuals.
Risks: The level of risk in this project will be very minimal. The cooking, and health and
wellness classes, do not involve any physical exercise. Exercise classes will involve
moderate intensity activities. Exercises will also avoid strenuous activities such as lifting,
or harsh high-impact activities. Exercises will include such activities as sit-ups, push-ups,
jumping jacks, squats, running, etc. Nurses involved in the project will give special
attention to individuals with high blood glucose levels who registered above 130 mg/dl
before meals, and those who may be overweight or obese. Their blood glucose level and
weight will be measured twice after pre-test: at week five and again at week ten. In the
unlikely event of injury resulting from this project, assistance will be provided to
participants by the team of nurses, dieticians, and exercise couches in obtaining
emergency treatment and professional services that are available to the community,
generally at nearby facilities.
Voluntary Participation: I have been informed that the participation of the minor under
my guardianship in this study is completely voluntary. I am aware that there will be no
penalty or loss of benefits the minor is entitled to if he(she) decides to cancel his
participation in this study. And that there will be no cost to the minor for participating in
this study.
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Confidentiality: Data collected will be confidential. It will only be available to the
researcher, the nurses collecting data, the gym teacher leading in the exercise program,
and the participants themselves. Participants will only be allowed to see their own
statistical information, and not the information of other participants. However, guardians
will be allowed to see data of their minors if interested. This information will be kept in a
file in a password protected computer for at least three years. Each participant will be
given their own statistical information.
Contact: I have read the contents of this consent and received verbal explanations to
questions I had concerning the participation of the minor under my supervision in the
project. My questions concerning this study have been answered satisfactorily. I am also
aware that I can contact the researcher, Imasiku Mubita or the advisor, Dr. Noel
Brathwaite. I can also contact the Institutional Review Board at Andrews University at
(269) 471-6361, or irb@andrews.edu
I hereby now give my voluntary consent for the minor under my guardianship to
participate in this study. My willingness to allow the minor under my guardianship to
participate in the project does not clear the investigator(s), sponsor(s) or granting
agency(ies) from their professional and ethical responsibility to the minor.
Participant: _________________________

Date: ________________

Guardian: __________________________

Date: ________________

Researcher: _________________________

Date: _________________
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APPENDIX C
Andrews University
Seventh-day Adventist Theological Seminary
Informed Consent Form for Minor
I am conducting a research study as part of my health and wellness project, in partial
fulfillment for my doctor of ministry in urban ministries at Andrews University, Berrien
Springs, Michigan. Your participation in this study is greatly appreciated.
Project Title: Determining the success of a Health and Wellness Program in Harbor of
Hope church, Benton Harbor, Michigan.
Purpose of Project: The purpose of this project is to reduce high blood pressure, blood
sugar, and weight among Benton Harbor community members attending classes, and
exercises in a ten-week health and wellness program at Harbor of Hope church.
Duration of Participation in the Project: I understand that I will be expected to take
part in a project to reduce high blood pressure, blood sugar, and weight in a health and
wellness project that will take ten weeks to complete.
Benefits: Possible benefits of the project include getting knowledge about how simple,
healthy diet, and exercise, can change personal and community practices that lead to
sicknesses such as high blood pressure, diabetes, and obesity. A decrease of high blood
pressure, high blood sugar and weight is expected among participants as a result of taking
part in the project. At the end of the ten-week project, all the participants will be given Tshirts printed, “Participated in a ten-week Health and Wellness program.” Certificates of
participation and lifestyle changes will also be given to individuals who participate up to
the end of the project.
Procedure: At the beginning of the project, registered nurses will test participants for
the following items: (a) Blood sugar/glucose to find out their blood sugar level. (b) Blood
pressure to find out their blood pressure level. (c) Weight and height to calculate if they
are overweight or obese. The day before screening starts, participants will be asked to
have an overnight fast that includes no breakfast. After the test, the nurse will discuss
each participant’s results and invite them to register for class sessions on health and
wellness at Harbor of Hope church. Those with elevated levels will be referred to their
doctors, and professional services that are available to the community.
These ten-week sessions will contain the following three parts: (a) Participants
will attend meetings at Harbor of Hope Church once every two weeks on Wednesdays for
cooking classes followed by healthy meals. A Registered Dietician will lead out in the
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cooking classes. Each session will last for two hours, from 6pm to 8pm. Cooking classes
will take a total of 5 Wednesdays. (b) Participants will be meeting at the same site once
every two weeks on Wednesdays for one hour, for health and wellness classes from 6pm
to 7pm. Health and wellness classes will take a total of 5 Wednesdays, alternating weekly
with the cooking classes. (c) Participants will be meeting at the same site once every
week on Sundays for one hour for exercises, from 10am to 11am. A licensed exercise
instructor will lead out in the exercise program. Exercise classes will take a total of nine
Sundays. Exercises will include moderate activities such as sit-ups, push-ups, jumpingjacks, squats, jogging etc. All the participants will take part in all the exercise activities.
Participants will also be encouraged to continue doing the same exercises on their own a
minimum of three days every week. However, participants will be advised not to over
exercise at home, and to stop exercising should they feel any pain or weakness during the
course of their exercise. In addition, it will be pointed out to participants that a basic
exercise routine at home that causes them to sweat will be sufficient.
The role of the investigator will be: (a) Checking the recruitment of subjects, and
their registration to make sure that the right steps are followed; (b) Checking sessions to
see that they are being held according to the plan, and; (c) Keeping a record of all the
health results and progress of the participants in the project. At the end of the project, all
the participants will be given T-shirts printed, “Participated in a Health and Wellness
program.” In addition, certificates of participation and lifestyle changes will be awarded
to eligible individuals.
Risks: The level of risk in this project will be very, very, small. The cooking, and health
and wellness classes, do not include any physical exercise. Exercise classes will contain
reasonable intensity activities. Exercises will also avoid tough activities such as lifting, or
harsh high-impact activities. Exercises will include such activities as sit-ups, push-ups,
jumping jacks, squats, running, etc. Nurses involved in the project will give special
attention to individuals with very high blood glucose levels and those who may be
overweight or obese. Their blood glucose level and weight will be measured twice after
pre-test: at week five and again at week ten. In the unlikely event of injury resulting from
this project, assistance will be provided to participants by the team of nurses, dieticians,
and exercise couches in obtaining emergency treatment and professional services that are
available to the community, generally at nearby facilities.
Voluntary Participation: I have been informed that my participation in this study is
completely voluntary. I am aware that there will be no penalty or loss of benefits I'm
entitled to if I decide to cancel my participation in this study. And that there will be no
cost to me for participating in this study
Confidentiality: Information that will be collected from participants will be private. It
will only be available to the researcher, nurses collecting the information, the gym
teacher in the exercise program, and the participants themselves. However, guardians will
be allowed to see data of their minors if interested. Information collected from
participants will be put away in a computer that needs a password to open it.
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Contact: I have read the information of this agreement and received verbal explanations
to questions I had. My questions concerning this study have been answered satisfactorily.
I am also aware that I can contact the researcher, Imasiku Mubita. I can also contact the
Institutional Review Board at Andrews University at (269) 471-6361, or
irb@andrews.edu
My signature below shows my willingness to participate in this project. My willingness
to participate in the project does not clear the investigator(s), sponsor(s) or granting
agency(ies) from their professional and ethical responsibility to me.
I hereby now give my voluntary consent to participate in this study.
Participant: ______________________________

Date: ______________

Guardian: _______________________________

Date: ______________

Researcher: ______________________________

Date: ______________
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